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‘measured- aerosol medication 


NOTHING IS QUICKER + NOTHING IS MORE EFFECTIVE 


Medihaler-EPI 


For quick relief of bronchospasm of any origin. More 
rapid than injected epinephrine in acute allergic 
attacks. 


Epinephrine bitartrate, 7.0 mg. per cc., suspended in 
inert, nontoxic aerosol vehicle. Contains no alcohol. 
Each measured dose 0.15 mg. actual epinephrine. 


Medihaler-ISO° 


Unsurpassed for rapid relief of symptems of asthma 
and emphysema. 


Medihaler-Phen® Isoproterenol sulfate, 2.0 mg. per cc., suspended in 
Automatic NASAL aerosol nebulization inert, nontoxic aerosol vehicle. Contains no alcohol. 


provides prompt, effective, prolonged, Each measured dose 0.06 mg. actual isoproterenol. 
and nonirritating decongestion in head 
colds, allergic rhinitis, sinusitis, and Prescribe Medihaler medication with Oral Adapter on 
nasopharyngitis. Vasoconstrictive, de- first prescription. Refills available without Oral ne 
congestive, anti-inflammatory,antibac- 
terial. Combines actions of phenyl- 
ephrine, phenylpropanolamine, néo- FOR KIDDIES TOO 
mycin, and hydrocortisone. Notably safe and effective for children. 


R Nonbreakable, spillproof. 
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Amebiasis may be asymptomatic or may produce symptoms indicating 
low grade infection, inflammatory colonic disease with or without diar- 
rhea, or symptoms resembling appendicitis, gallbladder disease, or 
peptic ulcer." 


“Frequently an unrecognized hepatitis 
coexists with intestinal amebiasis.”’? 


For complete treatment of amebiasis, combined therapy with Milibis® 
and Aralen® is highly recommended. 


© Intestinal, amebic infestation, 
MELEIBIEIS 


—a powerful amebicide, virtually nontoxic and highly effective clinically. 
Its relative insolubility assures high concentration in the large intestine. 
Supplied: 0.5 Gm. tablets — bottles of 25 and 500. 


@ Extia—intestinal, amebiasis 
ARAL E W enospnate 


— “specific for amebic hepatitis and amebic liver abscess.’ As effective 
as emetine but without its toxicity.’ 
Supplied: 0.25 Gm. tablets — bottles of 100 and 1000. 


LABORATORIES 


NEW YORK 18, N.Y. - WINDSOR, ONT, 


Milibis and Aralen, trademarks reg. U. S. Pat. Off., 
brand of bismuth glycolylarsanilate and chloroquine, respectively. 


1. Sodeman, W. A.. and Beaver, P. C.2 Am. Jour. Med., 12:440, Apr., 1952. 
2. Zavala, D. C., and Hamilton, H. E.: Ann. Int. Med., 36:110, Jan., 1952. 
3. Conan, N. Am. Jour. Med., 6;:309, Mar., 1949, 
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Nervous Nellie 


It doesn’t take much to upset Nellie’s 

nerves—some days she feels she could 

“jump out of her skin.” For people like 

Nellie, there’s gentle, smooth “daytime 
sedation” in BUTISOL SODIUM—to 
relax taut nerves and take them tranquilly 
through the day. 


BUTISOL SODIUM’ 


BUTABARBITAL SODIUM 


McNEIL 


Laboratories, Inc. 
Philadelphia 32, Pa. 


TABLETS, 15 mg. (% gr.), 30 mg. (2 gr.), 5O 
mg. (% gr.), 100 mg. (1% gr.), R-A (Repeat 
Action) 30 mg. and 60 mg. 


ELIXIR, 30 mg. (% gr.) per S ca. 


CAPSULES, 100 mg. 
(1% gr.) 
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one oral dose 


Compazine* Spansule' 


capsules are especially useful for prompt and prolonged 
relief from tension headache. 


For the patient whose anxiety and nervousness are manifested 
as tension headache, one “Compazine’ Spansule capsule 
taken in the morning provides protection throughout the day. 


Patients on “Compazine’ are, in virtually all cases, free 
from drowsiness, and often experience an alerting effect. 
They can carry on normal activity. 


And, on the other hand, for the patient who cannot sleep 
because of anxiety and tension, one ‘Compazine’ Spansule capsule 
taken before retiring provides relief throughout the night. 


‘Compazine’ Spansule capsules: 10 mg., 15 mg. and 30 mg. 


Smith Kline & French Laboratories, 
Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, $.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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4, Robinson, H. M., Jr.; Robinson, R. 
Cohen, M. M.: U.S. Armed Forces M 


15. Canizares, O.; Shatin, H., and Rosen 


Med. 55:3583, 1955. 
16.Sternberg, T. H., and Newcomer, 
Treat. 6:1102, 1955. 
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20. Mathewson, J. B,: New York J. Med.j 


21. Noojin, R. 0.2, South. M, J. 49;149, 19% 


METI-DERM Cream 0.5% ange 
Neomycin, 10 Gm. tubes. 


BIBLIOGRAPHY 


(1) Noojin, R. O.: South. M. J. 49:1 
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BY ALL DERMATOLOGISTS 


A TOPICAL “METI” STEROID PREPARATION FREE 
FROM UNWANTED SENSITIZATION POTENTIAL 


“© METI-DERM CREAM 0.5% 


DESCRIPTION 5 mg. prednisolone, free alcohol, in each 
gram —nonstaining, water-washable base — 
exerts a therapeutic effect in presence of an 


exudate without being occlusive. 


supplied: 10 Gm. tube. 
Meti—T.M.—brand of corticosteroids. 


Selering 


‘SCHERING CORPORATION BLOOMFIELD, NEW JERSEY 


MO-4.218 
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PACKAGING: METI-DeRM Cres 
“METI STEROID—PLUI 
WHEN SCRATCHING | 


i-Derr 
IN SKIN RASHESI 
OR ALLERGY PR 
METI-STEROID 


tiallergic action in the affected area. No 
édema and weight gain, have been reported 
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"It happened 
at work 
while he 


"He told ¥ ACTS FASTER... 
Mom his usually within 5-15 minute 
elt like > usually for 6 hours or 
it was on 7 
fire" MORE THOROUGH RELIEF. 


permits uninterrupted sleep through the ) 


RARELY CONSTIPATES. 
excellent for chronic or bedridden patie 


"He couldn't 
swing a bat 
without 

hurting" 


"But Doctor 
the pain PERCODAN formula with one-half the amount of salts 
away of dihydrohydroxycodeinone and homatropine. 
ast" : 
— AVERAGE ADULT DOSE: 1 tablet-every 6 hours. May 
be habit-forming. Available through 
PeRcODAN Tablet contains 4.50 mg. 


"Dad said 
we'd play 
ball again 
tomorrow 
when he 


Sy ENDO LABORATORIES 
Endo Richmond Hill 18, New 


AND THE PAIN 
WENT AWAY FAST 


HI@ BACK REAL BAD 
| 
terephthalate, 0.38 mg homatropine terephthalate, 224 mg. 
acetylsalicylic acid, 160 mg. phenacetin, and 32 mg. caffeine. 


® When infections pose a dilemma 


¢ Mixed infections 
e Infections of unknown origin, prior to bac- 
— teriological identification 
_— ¢ Secondary bacterial invasions in upper re- 
spiratory tract infections 


Infections due to organisms more sensitive to 
combination therapy 


Urinary tract infections 


Supplied: 


Tablets, bottles of 36. For Suspension, | >ttles of 2 fi. 

= oz. upon reconstitution. Each tablet and 6-cc. tea- 

— spoonful contains 125 mg. (200,000 units) of penicillin 

G V (the Suspension containing the benzathine salt of 

. penicillin V) and 0.26 Gm. each of sulfadiazine and 
sulfamerazine. 


4 
| 
— 
4 
q hd ay \ \ 
4 
“a 
Tabiets: Penicillin V (Phenc hyl Penicillin) and Sulfonamide |. 


SOUTHERN MEDICAL JOURNAL AUGUST 1958 


CHLOROTHIAZIDE 


FINNERTY, F. A., Buchholz, J. H. and Tuskman, J.: J.A.M.A. 166:141, 
Jan. 11, 1958. 


DIURIL (Chlorothiazide) given alone to 85 patients, ‘*. . . caused an excellent 
diuresis, with reduction of edema, weight, blood pressure, and albuminuria. . . . 

The average effective dose was found to be 1 Gm. per day by mouth. . . . The usually 
excellent response coupled with the absence of significant toxicity and lack of 
development of drug resistance makes chlorothiazide ideal for the prevention 

and treatment of toxemia.” 


DOSAGE: one or two 500 mg. tablets of DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DIURIL (chlorothiazide) ; 
bottles of 100 and 1,000. 


Divrit is a trademark of Merck & Co., Inc. 


©1958 Merck & Co., Inc. 


MERCK SHARP & DOHME Division of MERCK & CO., INc., Philadelphia 1, Pa. Qo) 
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FOSTEX CREAM 

for therapeutic washing of 
skin in the initial phase of acne 
treatment, when maximum 
degreasing and peeling 

are desired. 

FOSTEX CAKE 

for maintenance therapy to 


keep skin dry and substantially 
free of comedones. 
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Fostex’ degreases the skin 


and helps remove blackheads 


Fostex contains a combination of surface 
active agents (Sebulytic*) which: 

<« Completely emulsify excess oil so that 
it is quickly washed off the skin. 


4 Penetrate and soften comedones, 
unblocking the pores and facilitating 
removal of sebum plugs. 


Fostex dries and peels the skin 
< The Sebulytic base of Fostex dries and 
promotes peeling of the skin . . . actions 
enhanced by the keratolytic effects of 
micropulverized sulfur and salicylic acid. 


*(Sodium lauryl sulfoacetate, sodium alkyl aryl 
polyether sulfonate, sodium dioctyl sulfosuccinate.) 


Fostex is easy for your patients to use 


J 


See 


< Patients stop using soap on affected skin 
areas. Instead they use Fostex for thera- 
peutic washing of the skin. The Fostex 
lather is massaged into the skin for 5 min- 
utes—then rinse and dry. 


Write for samples 


WESTWOOD Pharmaceuticals 
Division of Foster-Milburn Co. 
468 Dewitt Street + Buffalo 13, New York 
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For the patient who does not require steroids 


PABALATE® 
Reciprocally acting nonster- 
oid antirheumatics . . . more 
effective than salicylate alone. 


In each enteric-coated tablet: 


Sodium salicylate U.S.P.....0.3 Gm. (5 gr.) 
Sodium 

para-aminobenzoate ...... 0.3 Gm. (5 gr. 
Ascorbic acid 50.0 mg 


PABALATE’ 


or for the patient 

who should avoid sodium 
PABALATE® - Sodium Free 
Pabalate, with sodium salts 
replaced by potassium salts. 


In each enteric-coated tablet: 


Potassium salicylate .......... 0.3 Gm. (5 gr.) 
Potassium 

para-aminobenzoate ......0.3 Gm. (5 gr.) 
Ascorbic acid 50.0 mg. 


Your difficult rheumatic patient... 


through effective relief and rehabilitatior 


For the patient 
who requires steroids 


PABALATE®-HC 
(PABALATE WITH HYDROCORTISONE) 


Comprehensive synergistic 
combination of steroid and 
nonsteroid antirheumatics... 
full hormone effects on low 
hormone dosage. . . satisfac- 
tory remission of rheumatic 
symptoms in 85% of patients 
tested. 

In each enteric-coated tablet: 


Hydrocortisone (alcohol) ............ 2.5 mg. 
Potassium salicylate ...........s00 0.3 Gm. 

Potassium para-aminobenzoate.. 0. 3 Gm. 
Ascorbic acid 50.0 mg. 


PABALATE-HC 


For steroid or non-steroid therapy: SAFE DEPENDABLE ECONOMICAL 
A. H. ROBINS CO., 


INC., RICHMOND 20, VIRGINIA * Ethical Pharmaceuticals of Merit since 1878 
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symptoms relieved 


With even the most rapid antibacterial action, pain of urinary tract 
infection usually persists until healing begins. So— Azo Gantrisin 
adds symptomatic relief to potent antibacterial action: its azo com- 
ponent offers swift suppression of both pain and discomfort during 
this interim phase. 


ROCHE LABORATORIES * Division of Hoffmann-La Roche Inc 
Nutley 10, New Jersey 


Azo Gantrisin 


GANTRISIND—@RAND OF SULFIBOZATOLE 


AUGUST 1958 
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TRIAMINIC stops rhinorrhea, congestion and 
other distressing symptoms of summer allergies, 
including hay fever. Running nose, watery eyes 
and sneezing are best relieved by antihistamine 
plus decongestant action — systemically — with 
TRIAMINIC, 


This new approach frequently succeeds where 
less complete therapy has failed. It isnot enough 
merely to use histamine antagonists; ideally, 
therapy must be aimed also at the congestion of 
the nasal mucosa. Triaminic provides such ef- 
fective combined therapy in a single timed- 
release tablet. 


TRIAMINIC brings relief in minutes—lasts for 
hours. Running noses stop, congested noses 
open—and stay open for 6 to 8 hours. 


Triaminic provides around-the-clock 
freedom from allergic congestion with 
just one tablet t.i.d. because of the 
special timed-release design. 


first—3 to 4 hours of relief 
from the outer layer 


then—3 to 4 more hours of relief 
from the inner core 


Dosage: One tablet in the morning, mid-after- 
noon and at bedtime. In postnasal drip, one 
tablet at bedtime is usually sufficient. 


Each timed-release TRIAMINIC Tablet contains: 


Phenylpropanolamine HCl 


Pheniramine maleate 
Pyrilamine maleate 


. mg. 


TRIAMINIC FOR THE PEDIATRIC PATIENT 


TRIAMINIC Juvelets*, providing easy-to-swal- 
low half-dosages for the 6- to 12-year-old child, 
with the timed-release construction for pro- 


longed relief. 
“Trademark 


TRIAMINIC Syrup, for those children and 
adults who prefer a liquid medication. Each 
5 ml. teaspoonful is equivalent to 4 Triaminic 
Tablet or % Triaminic Juvelet. 


Triaminic 


SMITH-DORSEY ea division of The Wander Company + Lincoln, Nebraska « Peterborough, Canada 
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“MOTHER” 
by A. Lewin-Funke 


Courtesy of 
The Metropolitan Museum of Art 


for preventing and healing 


diaper rash 


excoriation, chafing, irritation 


DESITIN 


OINTMENT 


.. . enduring in its efficacy 
. .. pleasing in its simplicity 
... exemplifying pharmaceutical elegance 


SAMPLES on request DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. I. 
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Advantages of DIAMOX in single-drug diuresis 


D1aMox —- operating through the well-understood mechanism of ¢ 
bicarbonate transport regulation— provides ample, prolonged diuresis in 
the great majority of patients. 

D1amox is virtually nontoxic ...has not caused renal or gastric 
irritation . . . has no pronounced effect on blood pressure. It is rapidly 
excreted, does not accumulate in the body, permits convenient dosage 
adjustment, allows unbroken sleep. Small, tasteless, easy-to-take 
tablets ... usual dosage, only one a day. 


Advantages of DIAMOX in intensive, two-drug diuresis 


When intensive diuresis must be maintained, DiAmMox, alternated with 
an agent for regulation of chloride transport, has proved a regimen 
of choice. Through dual bicarbonate-chloride regulation, it produces 
maximal sodium-water excretion with minimal distortion of serum 
electrolyte patterns, greater patient comfort, lessened risk of induced 
drug resistance. 


Acetazoliamide Lederie 
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* CARDIAC EDEMA 


PREMENSTRUAL 
TENSION 


EDEMA OF 
PREGNANCY 


OBESITY 


ADVANCED 
CONGESTIVE 
HEART FAILURE 


+ REFRACTORY 
TOXEMIA OF 
PREGNANCY 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York C Lederte ) 
*Reg. U.S. Pat. Off. —— 
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CHEMICAL STRUCTURE IS UNLIKE ANY OTHER 


SKELETAL MUSCLE RELAXANT CURRENTLY AVAILABLE... 


Here’s a skeletal muscle relaxant that isn’t “longer acting” 
... it’s Jong acting . . . affording sustained relief for as long 
as six hours after a single dose. / Here’s a skeletal muscle 
relaxant that isn’t merely “effective” . . . it’s consistently. 
effective in the majority of patients with muscle spasm, 

pain and stiffness. / Here’s a skeletal muscle relaxant that 
doesn’t have “relatively few physical or psychic side effects” 
... it’s a pure muscle relaxant that won’t cause drowsiness 
or dizziness, nor produce adverse G. I. or psychic effects 
even on prolonged administration. / Here is 


armour) 


2-hydroxy 2-phenylethyl carbamate 


Dosage: One or two tablets t. i. d. 
Supplied: 200 mg. tablets in bottles of 50. 


me THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 


16 
i 

¥ : 
; 
j 

WITH A UNIQUELY Fos 

; 
at 

¥ 
a 


|. HIGHLY EFFICIENT | 


remarkable efficiency 
in skeletal muscle relaxation 


(METHOCARBAMOL ROBINS, U.S. PAT. NO. 2770649) 


Selective and specific action 


Synthesized in the Robins Research Laboratories and clinically tested by 
hundreds of physicians, Rospaxin offers selective and specific relaxation of 


ee © Beneficial in 94.4% of tested cases 

e Potent and long acting of acute back pain due to muscle 

e In ordinary dosage, does not reduce AiR | 
normal muscle strength or reflex e Relatively free from adverse side 
activity effects 


Supplied: Rosaxin Tablets (white, scored), 0.5 Gm., bottles of 50 and 500. 
Additional information available on request. 


A. H. ROBINS CoO., INC., Richmond 20, Va. »* Ethical Pharmaceuticals of Merit since 1878 


| 


Comments on Rob ax in by investigators 


THE JOURNAL 


American Medical Association 


“In the author's clinical experience, methocar- 
bamol has afforded greater relief of muscle 
spasm and pain for a longer period of time with- 
out undesirable side effects or toxic reactions than 
any other commonly used relaxants .. .’’? 


THE JOURNAL 


American Medical Association 


“An excellent result, following methocarbamol 
administration, was obtained in all patients with 
acute skeletal muscle spasm.’’® 


Summary of four new published clinical studies: 


ROBAKI 95.6% OF CASES OF ACUTE, 


stupy 4° 
Pyramidal tract and 
acute myalgic disorders 


TOTALS 


“NO. 
4 PATIENTS | 
a 
1° “marked” moderate. «slight 
4 Skeletal muscle spasm 
secondary to acute trauma 33 2 6 ; 1 
STUDY 2? 
Herniated disc 39 13 1 
Ligamentous strains 8 2 4 | 
Torticollis 3 3 a= | 
Whiplash injury 3 2 
Contusions, fractures, i 
and muscle soreness due — i 
to accidents 3 | 
stuby 3° “excellent” 
Herniated disc 8 6 2 
Acute fibromyositis 8 8 _ —_ji=— 
Torticollis 1 — — | 1 


THE J OURNAL 


“In no instance was there any significant reduction 
in voluntary strength or intensity of simple reflexes.’’° 


Southem 


\edical journal 


“This study has demonstrated that methocarbamol 
(Robaxin) is a superior skeletal muscle relaxant in 
acute orthopedic conditions.”’' 


A. H. ROBINS CO., INC., Richmond 20, Virginia 
Ethical Pharmaceuticals of Merit since 1878 


Published References: 1. carpenter, E. B.: Southern Medical Journal 51:627, 1958. 
2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Little, J. M:, and Truitt, E. B., Jr.: J. Pharm. 
& Exper. Therap. 119:161, 1957. 4. Morgan, A. M., Truitt, E. B., Jr., and Little, J. M.: J. 
Am. Pharm. Assn., Sci. Ed. 46:374, 1957. 5. O'Doherty, D. S., and Shields, C. D.: J.A.M.A. 
167:160, 1958. 6. Park, H. W.: J.A.M.A. 167:168, 1958. 7. Truitt, E. B., Jr., and Patterson, 
R. B., Proc. Soc. Exper. Bio. & Med. 95:422, 1957. 8. Truitt, E. B., Jr., 
Morgan, A. M., and Little, J. M.: J. Pharm. & Exper. Therap. 119:189, 1957. 
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if your patient wears tinted glasses 
and sighs frequently... .? 


She may have an anxiety state. The tinted glasses may be worn as a shield 
against the world—and to relieve the photophobia resulting from pupillary dila- 
tation caused by anxiety-induced hyperadrenalism. The sighs may be a result of 
fatigue from emotional unrest. 


Source — Meyer, O. O.: Northwest Med. 53:1006, 1954. 


4 findings from a recent study* 


® Ectylurea, A 
Calmative MOSTYN’ 
1. Anxiety and nervous tension appeared to be most dosage: 150-300 mg. (2 or 


benefited by NosTYN. 1 tablet) three or four times 
y daily. supplied: Nostyn tab- 
2. Seventy per cent of patients obtained some degree lets, 300 mg., scored. Bottles 


of relief. of 48 and 500. 


3. Greater inward security and serenity were experi- 
enced and expressed. *Bauer, H. G.; Seegers, W.; 


4. Mental depression did not develop in patients pre- epg ey a 


viously depressed by meprobamate or a similar drug. 58:520 (Feb. 15) 1958. 
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“THE MOST EFFECTIVE 
DRUG EVER USED” 


ONAMINE 


brand of meclizine hydrochloride 
to prevent Vertigo, nausea, vomiting 
asin pregnancy 


BONAMINE gives more complete 
and longer-acting protection — 
often for 24 hours, with a rare in- 
cidence of untoward effects.2 In 
contrast to other agents, ‘‘per- 
centage of patients obtaining an 
excellent response...is greater... 
Also, there are fewer therapeutic 
failures’ —‘‘at least 90 per cent of 
the patients improve under this 
medication’’2 


Also indicated for vertigo, nausea, 
vomiting in: cerebral arterioscle- 
rosis = other geriatric conditions 
® pediatric infections * postopera- 
tive patients * opiate or other drug 
therapy » radiation therapy, Men- 
iére’s syndrome, fenestration 
procedures, labyrinthitis » motion 
sickness. 

BONAMINE Tablets, scored, tasteless, 25 mg. 
Boxes of 8, bottles of 100 and 500. 
Chewing Tablets, mint 
lavored, 25 mg. Packages of 8. 


1. McKenna, C. J.: Am. Pract. & Digest Treat. 

6:417, 1955. 2. Moyer, J. H.: M. Clin, North 

America, March, 1957, p. 405. 7 
rademark 


before the 
“morning spin” 
sets in 


PFIZER LABORATORIES 


Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 
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RHINALL NOSE DROPS 


For quick, effective relief of nasal congestion 
Safe for both children and adults, Rhinall Nose Drops are pleasant to use, 
provide ventilation and drainage without irritation of the ciliated epithelium. 
no burning or irritation + no risk of sensitization 
no bad taste or after reactions 
SUPPLIED: one-ounce dropper bottle: %-ounce plastic spray bottle. 


RHINOPTO COMPANY 
3905 Cedar Springs 
Dallas, Texas 


Contains: 

Phenylephrine Hydrochloride 0.15% 
“Propadrine” Hydrochloride 0.3% 
in an isotonic saline menstruum 


| 
| 
RHINALL 
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before the * 
*POST-OP” spin 
begins 


brand of meclizine hydrochloride 
| to prevent vertigo, nausea, vomiting 
as inthe postoperative patient 


In a study involving 144 patients, BonaAmine demonstrated its marked suppressor effect, 
_contributing to the comfort and clinical well-being of patients recovering from 
surgery...” 
“considered solely as an anti-emetic agent... it is equally effective in operations 
involving the body cavity, and in other operations . . .’’1 dramatically reducing the risk 
of wound disruption, aspiration of vomitus, and dehydration following vomiting. 
Also indicated for vertigo, nausea, vomiting in: cerebral arteriosclerosis = other geriatric 
conditions = pediatric infections » morning sickness » opiate or other drug therapy = 
— therapy, Meniére’s syndrome, fenestration procedures, labyrinthitis » motion 
sickness, 
BONAMINE Tablets, Scored, tasteless, 25 mg. Boxes of 8, bottles of 100 and 500. 
BONAMINE Chewing Tablets, Pleasantly mint flavored, 25 mg. Packages of 8. 
PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 

1. Kinney, J. J.: J. M. Soc. New Jersey 53:128, 1956. 

*Trademark 
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* TM, Reg. U.S. Pat. Off. for chlorpromazine, S.K.P. 


relief for your cancer patient 


with Thorazine” 


‘Thorazine’ relieves the anxiety and tension that intensify pain, thus 
reducing the patient’s suffering and making him easier to care for. 
‘Thorazine’ stops nausea and vomiting whether caused by the 
malignancy or by distressing therapies. 
Its potentiating action on narcotics and sedatives allows you to 
reduce the amounts of these agents. Thus, pain is relieved without 
stupor, and the problem of tolerance is greatly lessened. 


For convenient, economical administration by injection, ‘Thorazine’ is available 
in 10 cc. Multiple Dose Vials (25 mg./cc.). 


Also available: Tablets, Spansule® sustained release capsules, Ampuls, Syrup 
and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 1 
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Clinically confirmed 
in over 1,200 


case histories'* 


CONFIRMED EFFICACY 


Deprol ® acts promptly to control depression 
without stimulation 


> restores natural sleep 
> reduces depressive rumination and crying 


DOCUMENTED SAFETY 


Deprol is unlike amine-oxidase inhibitors 


> does not adversely affect blood pressure 
or sexual function 


Pm causes no excessive elation 


> produces no liver toxicity Dosage: Usual start- 


does not interfere with other drug therapies 


° ° ‘ this dose may be grad- 
Deprol is unlike central nervous stimulants ually increased up to 


3 tablets q.i.d. 
does not cause insomnia 


produces no amphetamine-like jitteriness 408 
mg. meprobamate and 
> does not depress appetite 1 mg. 2-diethylamino- 
ethyl benzilate hydro- 
has no depression-producing aftereffects chloride (hensetysine 
HCl). 
can be used freely in hypertension and 
in unstable personalities 50 scored tablets. 
1. Al der, L.: Ch h of dep Use of meprob combined with b tyzine (2-diethylami hy! b late) 


e hydrochloride. J.A.M.A. 166:1019, March 1, 1958. 2. Current personal communications; in the files of Wallace Laboratories. 
TRADE. MARK 


0-708) Literature and samples on request ff WALLace LABORATORIES, New Brunswick, N. J. 
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outstanding efficacy in skin disorders 


STEROSAN 
Hydrocortisone 


Cream and Ointment (chlorquinaldol GEIGY with hydrocortisone) 


The case i!'ustrated below typifies the superior response pro- 
duced by STEROSAN-Hydrocortisone. Combining potent antibac- 
terial-antifungal action with a reliable anti-inflammatory and 
antipruritic effect, STEROSAN-Hydrocortisone is valuable in a 
wider range of infective or allergic dermatoses. 


A severe infectious eczematoid dermatitis on foot of 
15-year-old boy. Patient used STEROSAN-Hydrocortisone 
preparation 3 times a day for 23 days with a dramatic 
improvement as shown.* 


before treatment after treatment 


*Case report and photographs through the courtesy of N. Orentreich, M.D., New York, N.Y. 


STEROSAN®-Hydrocortisone (3% chlorquinaldol GEIGY with 1% hydrocorti- 
sone) Cream and Ointment. Tubes of 5 Gm. Prescription only. 


G is i G a ARDSLEY, NEW YORK 
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More 

than 
enough 
Gantrisin 
Tablets 
encircle 
the 


More than 
enough 
Gantrisin 
Tablets 

to encircle 
the earth- 


If all the Gantrisin tablets* produced and 
used since the introduction of this single, 
soluble sulfonamide were placed "end to end,” 
the distance would exceed 24,000 miles-- 
more than enough to encircle the globe 

at the equator. 


This acceptance by the medical profession 
is overwhelming evidence of the clinical 
usefulness, efficacy and safety of Gantrisin. 


*More than 3 billion tablets (liquids and 
other forms not included). 


GANTRISIN®— brand of sulfi le (3,4-dimethyl-5-sulfanilamido-i le) 
Each tablet contains 0.5 Gm Gantrisin. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Ine 
Nutley 10, N.J. 


Original Research in Medicine and Chemistry 
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the x-ray table in its field 


know why? look . 


1 On this board you select the bodypart you want to x-ray 
2 Set its measured thickness 
3 Press the exposure button 


That's all there is to it. No time, KV, or MA adjusting to do. 
No charts to check, no calculations to make. 


obviously as canny an x-ray y tevemneen as you can make 
Modest cost 
Excellent value 
Prestige ‘‘look’’ 


Top Reputation (significantly, “Century” trade-in value has long been highest in its field) 
And you can rent if you prefer. 


Call in your Picker representative (he’s probably in your local ‘phone book) 
or write: PICKER X-RAY CORPORATION 25 South Broadway, White Plains, N. Y. 


25 


Instant swing-through from fluoroscopy to Horizontal, vertical, interme Chaice of rotating or 
radiography (and vice versa). Self-guid- iiate_ or Trendelenburg’posii ‘stationary anode x-ray 
to corr 1 i tions by equipoise handrox tubes. 
t ect distance. Nothing tions by equipoise handrock tubes. Full powered 
to match up... you do it without leaving lor quiet m or-drive at 100 KVP. 
4 | 
 €ertainly the simplest avtomatic x-ray control ever devised 3 i. 
MAPULA Above | Belew Cu. 4 
{ ne ureen spor 
| 
§ housed in this | 
| handsome 
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In Biliary Distress 


ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 


® Zanchol produces a bile low in sediment. 
® Zanchol enhances the abstergent quality of bile. 


® Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 
hepatic function. 


AUGUST 1958 


® Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids. 


Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection. 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 
gitis and care of patients following cholecystectomy. 


Administration: One tablet three or four times a day. 
Zanchol is supplied in tablets of 250 mg. each. G. D. 
Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 
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BONADOXIN’ 


STOPS MORNING SICKNESS...BUT 


.--1T DOESN’T STOP THE PATIENT 


+».and for a nutritional buildup 
plus freedom from leg cramps* 


STORCAVITE’ 


phosphate-free calcium, 10 essential 
vitamins, 8 important minerals. 
Bottles of 100. 


“due to calcium-phosphorus imbalance 


NEW YORK 17, NEW YORK 
Division, Chas. Pfizer & Co., Inc. 


BONADOXIN brings relief to 88.1% 

of patients ...often within a few hours.!.2 
But it does not produce drowsiness, or 
side effects associated with over-potent 
antinauseants. With safe BONADOXIN, 
“toxicity and intolerance ...[is] zero."2 


Is she blue at breakfast? Prescribe 
BONADOXIN. Usually just one tablet at 
bedtime stops nausea and vomiting 

of pregnancy... 


and just one supplies the & 
full 50 mg. of pyridoxine. 


EACH TABLET CONTAINS: 
MECLIZINE HCI......... 25 meg. 


Botties of 25 and 100. 


References: 1. Groskloss, H. H., et al: Clin. 
Med. 2:885 (Sept.) 1955. 2. Goldsmith, J. W.: 
Minnesota Med. 40:99 (Feb.) 1957. 
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Faster rehab 


AUGUST 1958 


Joint inflammation and muscle spasm 
are the two elements most responsible 
for disability in rheumatic-arthritic dis- 
orders—and MEPROLONE is the one 
agent that treats both. 


MEPROLONE suppresses the Inflammatory 
process and simultaneously relieves aching 
and stiffness caused by muscle spasm, to pro- 
vide greater therapeutic benefits and a shorter 
rehabilitation period than any single antirneu- 
matic-antiarthritic agent. 


MEPROLONE-2 is indicated in cases of severe 
involvement, yet often leads to a reduction of 
steroid dosage because of its muscle-relaxant 
action. When involvement is only moderately 
severeor mild, li -PROLONE-1may be indicated. 


SUPPLIED: Multiple Compressed Tablets in 
three formulas: MEPROLONE-2—2.0 mg. pred- 
nisolone, 200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel (botties of 100). 
MEPROLONE -1 supplies 1.0 mg. prednisolone 
in the same formula as MEPROLONE-2 (bot- 
tles of 100). MEPROLONE-S-—S5.Omg. predniso- 
lone, 400 mg. meprobamate and 200 mg. dried 
aluminum hydroxide gel (bottles of 30). 


Because muscies move joints, 
both muscle spasm and joint 
intlammation must be 
considered in treating the 
rheumatic-arthritic patient... 


ilitation in 
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nRheumatoid Arthritis 


multiple compressed tablets 


MEPROLONE is the one 
antirheumatic-antiarthritic that 
exerts a simultaneous action to 
relax muscles in spasm and 

to suppress joint inflammation... 


Theretore, MEPROLONE does 
more than any single agent to 
help the physician shorten the 
time between disability and 
employability. 


“EPROLONE is a trade-mark of Merck & Co., Inc. 
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Brand of — HCl 


Relieves Spasm, and Depression too 


Patients with muscle spasm of the usual types 


IN PARKINSONISM demand relief first. Disipal fills this need. In 
sprains, strains, fibrositis, noninflammatory 

w , fatigue, adynami 
and akinesia...potent against sialor- arthritic states and other musculoskeletal dis- 
rhea, diaphoresis, oculogyria and orders, Disipal not only relieves the spasm, 
blepharospasm...lessens rigidity and but alleviates the depression which so often 


tremor...alleviates depression...safe 
in glaucoma. 


“Trademark of Brocades:Stheeman & Pharmacia Dosage: 1 tablet (50 mg.) t.i.d. 
U.S. patents pending. 


\Riker 


accompanies pain of any type. 


Patent No. 2,567,351. Other 
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makes ‘card Bed 


THE SANBORN model 300 VISETTE 


lectrocardiography no longer has to be limited to the office or laboratory. 
BR With the recently developed Sanborn Visette electrocardiograph, 
’cardiography can now be brought fo your patients, making this diagnostic 
technique a practical procedure in virtually amy examination — whether at 
the patient’s home, in the hospital, in the clinic of an industrial plant, or in 
some other location. You — or your nurse — can pick up a Visette (complete 
with its electrodes, Redux paste and other accessories) as easily as your bag; 
its 18 pounds and brief-case size have made ECG portability a long-awaited 
£625 delivered, continental U.S.A. reality. And this true portability has been achieved without loss of accuracy 
or dependability. Modern electronics contributes greater reliability, as well 
as added convenience, to Visette design; transistors, special ruggedized 
tubes, printed wiring, pushbutton grounding, fully automatic amplifier 
stabilization between lead changes, ‘“‘double-check’’ calibration signals — 
help assure continued accuracy after miles of Visette traveling ‘‘on call.” 
Ask your local Sanborn Branch Office or Service Agency man to show you 
— firsthand — this modern, portable ECG. See why the Visette is the only 
instrument that can add the advantage of ’cardiography to any of your 
examinations, so easily. 


SANBORN COMPANY 


MEDICAL DIVISION 
175 WYMAN ST., WALTHAM 54, MASS. 


The familiar Model 51 
Viso-Cardiette — in use 
today throughout the 
world —is available as 
always. This larger, 34 Ib. 
instrument is the “office 
standard” in thousands of 
practices. Price $785 del. 
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‘“.. Well, I usually prescribe Rorer’s Maalor. It’s an excellent 
antacid, doesn’t constipate and patients like its taste better.’ 


MAALOXx® an efficient antacid suspension of magnesium-aluminum hydroxide gel. 
Suspension: Bottles of 12 fluidounces 

Tablets: 0.4 Gram, Bottles of 100 

Samples on request 

H. Rorer, INc., Philadelphia 44, Pennsylvania 
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Massengill Powder has a ‘‘clean”’ 
antiseptic fragrance. It enjoys 
i unusual patient acceptance. 


Massengill Powder is buffered 

to maintain an acid condition 

in the vaginal mucosa. It is more 

effective than vinegar and simple 
lady 

acid douches. 


Massengill Powder has a low 

1s surface tension which enables it 
to penetrate into and cleanse the 
folds of the vaginal mucosa. 


Massengill Powder solutions are 
easy to prepare. They are 
nonstaining, mildly astringent. 


powder 


fastidious 


when 
Indications: Massengill Powder solu- 
recommending tions are a valuable adjunct in the 
management of monilia, trichomonas, 
a staphylococcus, and streptococcus in- 
fections of the vaginal tract. Regular 
na l douching with Massengill Powder so- 
vagr lution minimizes subjective discomfort 
] he and maintains a state of cleanliness 


and normal acidity without interfering 
with specific treatment. 


Currently, mailings will be forwarded 
only at your request. Write for samples 
and literature. 


BRISTOL, TENNESSEE +» NEW YORK - SAN FRANCISCO + KANSAS CITY 
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In 

modern 
feminine 
hyguene 

and therapy 


Massengill Powder has cosmetic elegance. Its clean, refreshing fragrance is acceptable to the 
most fastidious for therapeutic or routine hygienic use. Massengill Powder solutions are 
easily prepared, convenient to use, nonstaining. They effectively cleanse, deodorize and 
soothe the vaginal mucosa, while their mild astringent properties tend to decrease vaginal 


secretions. 


Following intensive antibiotic therapy, increasing 
numbers of female patients return complaining 
of vulvar pruritus or vaginitis ... and profuse 
vaginal discharge. 

Most of these present the classical picture of 
Monilia albicans, Trichomonas vaginalis or 
mixed infections. When these infections occur, 
regular use of Massengill Powder, with its pH 
of 3.5 to 4.5, helps restore the normal acidity of 
the vaginal tract. At this normal pH the growth 
of pathogenic organisms is inhibited and the 
growth of the normal vaginal flora encouraged, 
thus reducing the barriers to specific medication. 


Massengill Powder is buffered to retain an acid 
condition. In a recent clinical observation, am- 
bulatory patients—with an alkaline vaginal 
mucosa resulting from pathogens—maintained 
an acid vaginal mucosa of pH 3.5 for a period of 
4 to 6 hours after douching with Massengill 
Powder; recumbent patients maintained a satis- 
factory acid condition up to 24 hours. Simple 
acid douches (vinegar or lactic acid) are quickly 
neutralized by an alkaline vaginal mucosa; 
therefore, they are somewhat unsatisfactory in 
maintaining the required acid pH of the vagina.” 


Massengill Powder in the standard solution has 
a surface tension of 50 dynes/cm. as compared 
to that of water and simple acid solutions with 
72 dynes/em. This added property of reduced 
surface tension enables Massengill Powder to 
penetrate into and cleanse the folds of the 
vaginal mucosa, thus increasing the therapeutic 
effectiveness. Lowered surface tension makes 
the cell wall and cytoplasmic membrane of the 
infecting organism more permeable and thus 
more susceptible to specific therapy.’ 


Massengill Powder is supplied in glass jars of 
the following sizes: 

Small, 3 oz. 

Medium, 6 oz. 

Large, 16 oz. 

Hospital Size, 5 lbs. 
Pads of douching instructions for patient use 
available on request. 


1. Lang, W.R., Rakoff, A.E., Am. Geriatrics Soc. 
1:520 (1953). 

2. Arnot, P.H., The Problem of Douching, Western 
Journal of Surg., Obs., and Gyn., Vol. 62, No. 2:85 
(1954). 


THE S. E. COMPANY 


BRISTOL, TENNESSEE + NEW YORK + SAN FRANCISCO + KANSAS CITY 
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WEIGHT REDUCTION: Obese patients|may resist di ting becat r Ipsing the wey security often involved in overeating. AMBAR helps 
them hold the diet line by giving them a more alert, bri k. WITHOUT JITTERS: Methamphetamine, a potent cns augmenter, pro- 
duces less cardiovascular effect than amphetamine. iti ibihed with just enpugh phenobarbital to prevent overstimulation. AMBAR 
EXTENTABS provide 10-12 hours of appetite suppression i piled-release, exteaded-action tablet: methamphetamine hydrochloride, 
10.0 mg.; phenobarbital (1 gr.) 64.8 mg. AMBAR tional dosage or intermittent therapy contain methamphetamine hydro- 
chloride, 3.33 mg.; phenobarbital (44 gr.) 21.6 meg. A.H. Richmond, Virginia, Ethical Pharmaceuticals of Merit Since 1878 


methamphetamine and phenobarbital 
| i TABLETS AND EXTENTABS® 
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re 


first things 


.. change the patient’s conscious- 
ness from anxiety to faith 


.. establish an inner calmness in 
the patient 


When the Condition .. clarify the symptoms and diag- 


is not acute and diagnosis nosis by removing the symptoms 


due to anxiety 
is not obvious 


+. create in the patient a mental 
climate for health 


creates a subtle, even, continuous mild 
sedation without depression . . . com- 


bats anxiety . . . separates functional 
from organic symptoms 


Each tablet or capsule contains 1/4 
grain phenobarbital and 1/3 grain 
colloidal sulfur 


One, three or four times daily 


Wm. P. Poythress & C., Inc. 


ETHICAL PHARMACEUTICALS RICHMOND 17, VIRGINIA 
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FUROXONE LIQUID 


A finely divided suspension containing Furoxone, 50 me. per 15 cc., with 
kaclin and pectin for added demulcent and adsorptive effect = Pleasant 
orange-mint flavor m For patients of ali ages (may be mixed with infant. 
formulas; passes through a standard nursing nipple) 
a Supplied in bottles of 240 cc. 


FUROXONE TABLETS 


Scored brown tablets containing Furoxone, 100 mg. 
= Supplied in bottles of 20 and 100 tablets. 


Perorally effective against a wide range of enteric bacteria’ *—includ- 
ing common pathogenic species and strains of Escherichia, Salmonella 
and Staphylococcus not adequately controlled by antibiotics and sulfona- 
mides. Bactericidal rather than bacteriostatic. 


Does not induce development of significant bacterfal- resistance, ner. 


predispose to monilial or staphylococcal overgrowth. 
No toxicity reported.' 
Side effects infrequent. Mild sensitization (rash), naus€a or emesis may 
occur occasionally. 
1. Ponce de Leon, E.: Antibiotic Med. & Clin, Therapy 4:816, 1987, : 
2. McFadden, H. W. and Musseiman, M. M.: Persona! communteation te Eaton Laboratories. 


NITROFURANS — A unique class of antimicrobials Products of Eston Research 
“sy ‘o Eaton Laboratories, Norwich, New York 


controls the “problem pathigens”™ 
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N OW. » wan advanced ACTH 


SIGNIFICANTLY 
IMPROVED 


ORTROPHIN-ZINC 


(Corticotropin-Alpha Zinc Hydroxide) 


AUGUST 1958 


A unique electrolytic process* of manufacture gives a fine, easily 
resuspended aqueous suspension of Cortrophin-Zinc with these 
therapeutic advantages: 


% VIRTUALLY PAINLESS . . Unsurpassed patient acceptance. 


mg. of foreign protein per 
injection. 

ye RAPID ACTION ..... New form stimulates peak ad- 

- renal output within two hours. 

% LONGACTION...... Provides ACTH activity for sev- 
eral days. 

% ECONOMICAL...... Lower total ACTH dosage and 


fewer injections required. 


Cortrophin-Zinc is indicated in the treatment of more than 100 
diseases, including rheumatoid arthritis, bronchial asthma, 
allergies and hypersensitivities, bursitis, serum sickness, conjunc- 
tivitis and other eye diseases, ulcerative colitis, atopic dermatitis 
and other skin diseases. 


+ Ask your Organon representative or write for clinical and experimental reports substantiating these claims. om 


SUPPLIED: 5-cc vials containing 40 and 20 U.S.P. units 
of corticotropin per cc; 1-cc ampuls containing 40 and 20 
U.S.P. units of corticotropin, with sterile disposable syringes. 


*Pat. Pending ORANGE, N. J. 


Available in other countries as Cortrophine-Z. 
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» 
_...he’ll soon be on the beam again, thank: ia” | 
most effective oral skeletal muscle relaxe 
‘red analgesic for painful musculoske . 
LABORATORIES, INC + PHILADELPHIA 32, PAL 


designed 


control of: 


RELIEF OF INFLAMMATIONS | 


TABLESPOONFULS 
EVERY 3 OR 4 HOURS © 


; 
s 7 UAL rposE. | W VANPELT & BROWN, INC., Richmond 4, Vo. 


ethically promoted 


Meta 


Meta Cine represents a carefully designed formula which provides the 
physician with a vaginal douche preparation which safely and effectively 
maintains a clean healthy vagina. 


Meta Cine is a combination of several ingredients clinically established as 
valuable in promoting proper vaginal hygiene. Diluted for use, Meta Cine 
possesses the desired pH (3.5); contains the mucus digestant, papain, which 
dissolves mucus,plugs and coagulum; contains lactose to promote growth oi 
desirable déderlein bacilli, and methyl salicylate for soothing stimulation of 
circulation within thé vaginal walls. 


Its pleasant, deodorizing fragrance also meets the esthetic demands 
of your patients. 


Meta Cine is promoted exclusively to the medical profession, and recommends 
itself as your preparation of choice for patients who might otherwise indulge 
in unsupervised self-medication with potentially damaging nonphysiologic 
douches. 


Supplied in 8-0z. containers. 2 teaspoonfuls in 2 quarts of warm water, 
douche as prescribed. 


Printed douching instructions for patients available upon request. 


BRAYTEN Pharmaceutical Company e Chattanooga 9, Tennessee 
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“the G-I tract 
is the 
barometer 
of the mind...” 


Belbarb 

soothes the agitated mind 
and calms the G-I spasm 
through the central effect 
of phenobarbital and the 


Fair 


Change 


Rain 


Stormy 


synergistic action of 
fixed proportions 
of natural belladonna 


alkaloids on the 


gastrointestinal tract. 


BELBARB 


SEDATIVE ANTISPASMODIC 


20 years of clinical satisfaction 


Belbarb No. 1; Belbarb No. 2; Belbarb Elixir; Belbarb-B; Belbarb Trisules 


CHARLES C eD: COM PANY, Richmond, Virginia 


40 q 

P| 
- 
4 

* 


S E | S ( N the most effective treatment known for dandruff 
ABBOTT LABORATORIES 


(Selenium Sulfide, Abbott) 


Te 
AA 


2 IBEROL Filmtabs a day supply: 
THE RIGHT AMOUNT OF IRON 
Ferrous Sulfate, U.S.P........ ..... 1.05 Gm 
(Elemental |ron—210 mg.) 
PLUS THE COMPLETE B COMPLEX 
1U.S.P. Unit (Oral) 
(Vitamin Bz with Intrinsic Factor Concentrate, Abbott) 
bes Liver Fraction 2, N.F......... 200mg. 
Thiamine Mononitrate........ 6 mg. 
Pyridoxine Hydrochloride .... 3mg. 
Calcium Pantothenate........ S mg. 
PLUS VITAMIN C 
Ascorbic Acid............-... 150 mg. 
another indication 
b] 


mia therapy plus 
ex ObGott 


= 


potent a ne zx 


VOLUME 51 SOUTHERN MEDICAL JOURNAL 


well 


— ‘performance @relieves both mental and muscular 
tic ‘tension. does not. autonomic function 
‘ovrobame meprobamste (Wallace) 
sm due WALLACE LABORATORIES ‘New Brunswick, New 
5215 


Gig LL 8s 
= 
| 
; 
4 
on of bar 
as (The new ataractic drugs}. Prensa ar’ 1433266 , 
£8} renga med. ar} 
¥ 


Donnagesic Extentabs 


_ extended action tablets of Codeine with Donnatals 
Lights out, pain’s out, all long 


Donnagesic, the first 12-hour analgesic, 


gives pain-free nights to patients 


- postsurgical or gastrointestinal pain, or 
other sustained somatic and visceral 


omfort. Donnagesic’s subtly balanced 
ombination of codeine and Donnatal 
analgesia without more code- 


. bottles of 30 and 25 
DONNAGESIC No. 1 Phosphate (34 
48.6 meg. / Hyoscyamine Sulfate 0.3111 mg. / Atropins 


j Sulfate 0.0582 meg. /Hyoscine Hydrobromide 0.019: 


mg. / Phenobarbital (%/ er.) 48.6 mg. /also available 
DONNAGESIC No. 2 (red) containing 11/ gr. (97.2 me 
codeine phosphate. / Since one Donnagesic Extentab gives 
continuous analgesia for 10 to 12 hours, it replaces the 
equivalent dose of 3 codeine tabs and 3 Donnatal tabs, ang 
the cost is ROBINS CO., INC 

Since 187: 


he 
i 
t 


VOLUME 51 SOUTHERN MEDICAL JOURNAL 


e postoperatively 

e in pregnancy when 
vomiting is persistent 

e following neurosurgical 
diagnostic procedures 


fo Ir e in infections, intra-abdominal 


disease, and carcinomatosis 


e after nitrogen mustard therapy 
nausea 

ae 
and vomiting 
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STOOL SOFTENING 
ALONE IS NOT ENOUGH 
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Aquatyl 


a natural peristaltic stimulator with effective 
stool softening action 


restores normal bowel physiology to provide normal, lasting correction 
of constipation. Each Aquatyl] tabule contains 50 mg. dioctyl sodium 
sulfosuccinate and 100 mg. cholic acid. Dioctyl sodium sulfosuccinate 
safely softens the stool . . . cholic acid, an elemental body constituent, 
sparks natural peristalsis and a return to normal evacuation. 


Dosage: Initially, two or three tabules with a full glass of water 3 times daily 
for three days. Maintenance therapy, usually 1 or 2 tabules daily. 


To serve your patients today —call your pharmacist for any 
additional information you may need to prescribe Aquaty]l. 
For prescription economy, prescribe in 60’s. 


IRWIN, NEISLER & CO. + DECATUR, ILLINOIS 


« 
# 
N@RMAL 
ie 
FREEWAY] P&RISTALSIS | 
ISALSO 
4 
ine 


46 SOUTHERN MEDICAL JOURNAL AUGUST 1958 vo 


New concept im 
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new psychochemical 
for the management of both 


minor and major emotional disturbances 


brand of thiopropazate hydrochloride @ effective and potent tranquilizer 

® consistent in effects@ well tolerated 
® proved under everyday conditions of office practice @ effective at low dosage: 
one 2-mg. tablet q.i.d. or one 5-mg. tablet t.i.d. in psychoneuroses; one 10-mg. 
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Retrocaval Ureter: 


PUBLISHED BY 
SOUTHERN 
MEDICAL 
ASSOCIATION 


August 1958 


RAYMOND F. MAYER, M.D., and GORDON L. MATHES, M.D.,t 


Memphis, Tenn. 


Attention is directed to an uncommon anomaly, its recognition 


radiographically and its treatment. 


ALTHOUGH RETROCAVAL URETER is a relatively 
rare anomaly of the urinary and venous sys- 
tems, it is nevertheless an important one be- 
cause it may result in progressive hydrone- 
phrosis and renal damage. Unless irreversible 
damage necessitates nephrectomy, conserva- 
tive reconstructive surgery is indicated. 


According to Creevy,! failure to recognize 
the entity is only due to unfamiliarity with its 
existence. Retrocaval ureter should be consid- 
ered a possibility in all cases of right sided 
hydronephrosis with medial displacement of 
the upper ureter. In an effort to further stim- 
ulate interest in this anomaly, we are here- 
with presenting 2 cases, both of which were 
diagnosed preoperatively and managed by 
conservative surgery. The renal pelvis was 
transected after the method of Harrill,? the 
ureter was removed from behind the vena 
cava and anastomosed to the pelvis, but no 
splinting catheter or drainage tube was em- 
ployed. 


Etiology 


In 1893, Hochstetter first described this in- 
teresting anomaly, which is also called post- 
caval or circumcaval ureter, and pre-ureteric 
vena cava. The deformity is not due to an 
error in migration upward of the kidney or 
ureter but it results from an abnormality of 
the vascular system. Embryologically this con- 
dition results from the right posterior cardi- 
nal vein failing to undergo atrophy and per- 
sisting as the adult vena cava. Normally this 
vein disappears and the right supracardinal 


*Read before the Section on Urology, Southern Medical 
Association, Fifty-First Annual Meeting, Miami Beach, Fla., 
November 11-14, 1957. 

+From the Department of Urology, Baptist Memorial Hos- 
pital, Memphis, Tenn. 


vein persists as the vena cava. Occasionally 
both cardinal veins may persist, the vena cava 
being double with the ureter passing between 
the two divisions. 


Incidence 


A few less than 100 cases of retrocaval ure- 
ter have been reported to date. Heslin and 
Mamonas* believe the anomaly is far more 
frequent than this figure would indicate. Pick 
and Anson‘ have pointed out the possibility 
of overlooking the obstructive factor at the 
vena cava when the conventional lumbar in- 
cision is employed in exploring a hydrone- 
phrotic kidney. We would like to emphasize 
the importance of extending this incision an- 
teriorly and downward toward McBurney’s 
point in order to visualize the upper ureter 
and vena cava. 


Symptoms 

Unfortunately, there are no symptoms path- 
ognomonic of retrocaval ureter. Usually the 
symptoms are those of hydronephrosis with 
superimposed infection or calculus. Hema- 
turia, gross or microscopic, has been frequent- 
ly noted and was the presenting symptom in 
one of our cases. Most patients have reached 
adulthood before symptoms develop as the 
onset of hydronephrosis is usually insidious. 


Diagnosis 
The pyelographic finding which is almost 
pathognomonic of retrocaval ureter is the 
S-shaped curve in the upper ureter, with dis- 
placement of the ureter medially to, or be- 


yond the midline at the level of the third, 
fourth, or fifth lumbar vertebra. 
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Usually there is some degree of hydrone- 
phrosis and dilatation of the proximal ureter, 
with the lower ureter having a normal course 
and diameter. The hydronephrosis is thought 
to be due to compression of the ureter be- 
tween the anomalous vena cava and the ver- 
tebrae. 

Lateral or oblique views show the ureter 
staying close to the spine in the upper one- 
third rather than falling away as it normally 
does. Catheterization of the vena cava through 
the saphenous vein® has been performed but 
venography should not be necessary in cases 
with typical pyelographic findings. 

The possibility of a retroperitoneal or renal 
tumor producing medial displacement of the 
ureter should always be considered in these 
cases. 

Although most pyelograms reveal a dilated 
ureter descending normally from the renal 
pelvis for several centimeters before curving 
medially, others, such as our first case, show 
the ureter and pelvis leaving the kidney at a 
right angle or even cephalad to the kidney, 
before winding behind the vena cava. 


FIG. 1 


(Case 1) Medial displacement and S-shaped curvature of 
upper right ureter. 
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(Case 1) Photograph of circumcaval ureter at time of opera- 
tion. 


Case Reports 


Case 1. Mr. W.C. J., a 56 year old storekeeper, was 
seen in October, 1956, because of intermittent gross 
hematuria, pain in the right flank, chills and fever of 
2 years duration. He appeared thin and chronically 
ill. His blood pressure was 120/70 and the physical 
examination was negative. 


Urinalysis revealed numerous RBC, a trace of pro- 
tein and no glucose. Hgb. was 13 Gm., WBC count 
7,600, with 79% neutrophils and 31% lymphocytes. 
Serologic test for syphilis was negative. 

A plain film of the abdomen was negative. Retro- 
grade pyelograms revealed medial displacement of the 
upper ureter with a small S-shaped curve just below 
the renal pelvis opposite the third lumbar vertebra 
(Fig. 1). Minimal hydronephrosis was present. 

At cystoscopy spurts of bloody urine were observed 
to come from the right ureteral orifice. A preopera- 
tive diagnosis of retrocaval ureter was made. 

The operation consisted of, (1) division of the renal 
pelvis, (2) dissection of the ureter from around the 
vena cava, and (3) anastomosis of the renal pelvis 
without splinting or nephrostomy drainage. 

The right kidney was approached extraperitoneally 
through a flank incision with anterior extension, and 
was found to be normal in size and consistency but 
somewhat lower than normal. The ureter was found 
to pass medially at the level of the third lumbar ver- 
tebra, then posterior and to the left of the vena cava 
to the level of the fifth lumbar vertebra, where it 
emerged from the medial border of the vena cava to 
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descend normally into the true pelvis (Fig. 2). The 
renal pelvis was transected about 2 cm. above the 
ureteropelvic junction and an_ identifying suture 
placed through the anterior wall of the distal segment 
in order to prevent twisting. The ureter was freed 
from the vena cava by sharp and blunt dissection in 
such a manner as to disturb the adventitia as little as 
possible and placed in its normal location lateral to 
the vena cava. The renal pelvis and calyces were care- 
fully inspected and no other source of hematuria was 
found. The pelvis was anastomosed, using interrupted 
sutures of 0000 chromic catgut. Since the diameter of 
the anastomotic site was several centimeters, splinting 
catheter and nephrostomy drainage were omitted. 

Nephropexy was accomplished by anchoring the 
renal capsule to the lumbar fascia with No. 1 chromic 
catgut sutures and making a sling under the lower 
pole of the kidney with Gerota’s fascia. One Penrose 
drain was brought out the posterior angle of the 
wound from the site of anastomosis. The flank inci- 
sion was closed in the usual manner. 

Postoperatively the wound was dry by the second 
day and the rubber drain was removed on the third 
day. On the seventh day he was discharged home to 
convalesce, following an uneventful recovery. 


Two months later the patient returned for a follow- 
up visit. Urinalysis was negative and an excretory uro- 
gram revealed some residual hydronephrosis on the 


FIG. 3 


(Case 1) Excretory urogram 2 months postoperative. 


dronephrosis and S-shape 
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(Case 2) Excretory urogram reveals minimal right hy- 


curvature of upper ureter. 


ad 
be: 
is 
> 
— 
— 
A. 
7 bh 
4 
4 
. 
— 
xcretory urogra ive. 
Cc 1) E t m one year postoperative 
of 


948 SOUTHERN MEDICAL JOURNAL AUGUST 1958 


right with a ureter normal in size and location (Fig. 
3). He had noticed hematuria on one occasion only 
and was asymptomatic at this visit. 

One year postoperatively he stated he had had no 
symptoms referable to the urinary tract. There had 
been no hematuria, pain, fever or rigors since his last 
visit. A routine urinalysis and a plain film of the ab- 
domen were negative. An excretory urogram revealed 
prompt function bilaterally with essentially normal 
pyeloureterograms (Fig. 4). On the right a definite 
decrease in the size of the calyces and pelvis was 
noted, representing an excellent recovery following the 
reconstructive surgical procedure. 

Case 2. A. B., an 11 year old white schoolgirl, gave 
a history of repeated episodes of fever to 105°, nau- 
sea, vomiting, pain in the right flank, and pyuria. 
She had marked frequency and an urgency-type of in- 
continence during the attacks, which had occurred 
every 3 to 4 months for the past 314 years. Each at- 
tack subsided on antibiotics. The last attack occurred 
6 weeks before admission. The physician who treated 
her during the last acute episode insisted that she 
have a complete urologic investigation. This was done 
by Dr. R. C. Hooper of Jonesboro, Arkansas, who 
made the diagnosis of retrocaval ureter and sent the 
patient to us in August, 1957, for consultation. 

Her general appearance was that of a healthy 11 
year old girl, weighing 90 pounds. There was no ten- 
derness on percussion over either flank. Her blood 


Case 2) Retrograde pyelograms reveal medial diselacement 
of right ureter. 


(Case 2) Oblique view shows ureter close to the = spine. 


pressure was 110/60 and she was afebrile. The routine 
urine and blood studies were negative. 

A plain film of the abdomen was negative. An ex- 
cretory urogram revealed normal function with mini- 
mal pyelectasis on the right (Fig. 5). There was a 
small S-shaped curvature and medial displacement of 
the upper ureter. Retrograde pyelograms showed the 
medial location of the right ureter and a right oblique 
view demonstrated the ureter remaining very close to 
the lumbar spine (Figs. 6 and 7). We concurred with 
Dr. Hooper in the diagnosis of retrocaval ureter and 
the same surgical procedure was performed as in 
case 1. 

Because of the patient’s youth and the slight degree 
of hydronephrosis, the pelvis of the right kidney was 
small. It was divided obliquely just below the hilum 
of the kidney. After dissecting the ureter free and un- 
winding it from the vena cava, again being careful to 
disturb the adventitia as little as possible, the pelvis 
was anastomosed with eight interrupted everting su- 
tures of 0000 chromic catgut. As in the preceding case, 
splinting catheter and nephrostomy drainage were 
omitted. Slight urinary leakage was observed for the 
first 4 postoperative days only, and she was afebrile 
throughout her hospital course. She was dismissed on 
the seventh postoperative day. 

Five weeks following operation she returned for 
postoperative evaluation, stating that she had fever of 
103° to 104° for one or two days after going home. 
This promptly subsided on Chloromycetin and she has 
remained asymptomatic. A catheterized urine was neg- 
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FIG. 8 


(Case 2) Excretory urogram one month postoperative. 


ative. An excretory urogram still showed some hy- 
dronephrosis on the right with a constant hourglass 
constriction at the site of anastomosis (Fig. 8). It is 
anticipated that this will improve as tissue reaction 
subsides with passage of time. 


Discussion 


In the majority of the reported cases of 
retrocaval ureter, the ureter was divided in 
the dilated upper segment and anastomosed 
after being brought from behind the vena 
cava. Since the upper ureter in our patients 
was not particularly dilated, the larger diame- 
ter of the renal pelvis was utilized and splint- 
ing and nephrostomy drainage were omitted, 
greatly shortening the recovery time. The pos- 
sibility of stricture formation exists whenever 
the ureter is divided and anastomosed. 
Cathro® reported that strictures developed in 
7 of 12 cases so treated. Several other surgical 
approaches have been reported, including di- 
vision of the ureter at the ureterovesical junc- 
tion,? which failed because of stricture forma- 
tion due to interruption of the blood supply 
to the lower ureter. Cathro’s procedure® of 
dividing the vena cava rather than the renal 
pelvis seems too formidable when the renal 
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pelvis can be used successfully. In the case of 
a solitary kidney or a diseased opposite kid- 
ney where it is imperative that no chance be 
taken with a procedure that may prove un- 
successful, Goodwin and associates’ believe 
consideration should be given to division of 
the vena cava. After the intact ureter has been 
moved to its normal position, they recom- 
mend anastomosis of the divided vena cava 
rather than ligation, and report a case treated 
successfully in this manner. Nephrectomy 
should be reserved for patients with advanced 
hydronephrosis and irreversible renal damage. 


Summary 


A brief review of the incidence, diagnosis 
and treatment of retrocaval ureter is_pre- 
sented. Two cases of retrocaval ureter success- 
fully corrected by division of the renal pelvis, 
unwinding of the ureter, and anastomosis 
without splinting or nephrostomy drainage 
are reported. Hydronephrosis was minimal in 
both cases, the diagnosis being made from the 
medial displacement and S-shaped curvature 
of the upper ureter. 
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Discussion (Abstract) 


Dr. James L. Campbell, Orlando, Fla. It is a pleas- 
ure to open a discussion of this excellent paper. It has 
been my privilege to diagnose preoperatively a case of 
retrocaval ureter, the culmination of a ten year search 
for the disease. I feel these doctors have been most 
fortunate in having seen 2 cases in less than one year. 
I would like to re-emphasize one of their opening 
statements, that one must think of a disease before 
the diagnosis can be made. 

This is certainly true in the case that I was fortu- 
nate to see and operate upon. He had been seen by 
four excellent urologists, over a period of 10 years, 
and many pyelograms for calculi were made before 
the diagnosis was even considered. 

The latest publication I have found on this inter- 
esting condition was in the march issue of Surgery, 
Gynecology, and Obstetrics, by Goodwin, Burke, and 
Muller. At that time the total number of cases, in- 
cluding their own, had reached 75. It is very interest- 
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ing to note that only a few of these have been diag- 
nosed preoperatively. 

I would also like to commend Drs. Mayer and 
Mathes for placing a ligature as a tag on the ureter 
for purposes of orientation when it was removed from 
behind the vena cava. I did this in my case and 
thought I was quite original. When I severed the 
ureter I believe that the distal segment was rotated 
360 degrees. I allowed the ureter to lie loosely in the 
retroperitoneal area and untangle itself by peristalsis, 
much as one would a telephone cord, and since the 
results were satisfactory I presume that it was put back 
in the proper place. 

The case which I should like to present in this dis- 
cussion is interesting from several additional stand- 
points. The typical S-shaped deformity which was 
mentioned and is the outstanding diagnostic criteria 
of the disease was present. We recognized this approx- 
imately 2 years prior to operation, when the patient 
returned for routine intravenous pyelograms, several 
years following removal of a lower right ureteral cal- 
culus. He was having no symptoms, consequently sur- 
gical correction was not advised. Later he began to 
have vague flank pain, which I think probably was 
due to the fact that I had told him what he had and 
how rare his condition was. I had to refrain from ex- 
pressing my eagerness to attempt a correction. Because 
of the rarity of the disease, we admitted the patient 
to the hospital preoperatively and made a combined 
venogram and ureterogram which revealed a deformity 
of the vena cava, which I now understand is not too 
unusual. 
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The diagrammatic sketch shows how the vena cava 
branched into two definite vena cavas, starting at ap- 
proximately the level of L-2 and reuniting just above 
the bifurcation. Strangely enough, the ureter passed 
behind only one limb of this bifurcation and not the 
other. 

Preoperatively this brought up the possibility of 
simply severing the offending bifurcations and freeing 
the ureter. It was readily discernible that there would 
be a redundancy of the ureter, and it was for this rea- 
son that I elected to excise a segment of the dilated 
pelvis and re-anastomose the severed ends. The two 
lines of the sketch show the site of the section. Actu- 
ally the operation proceeded much easier than antici- 
pated until I reached the site of the previous opera- 
tion for calculus. The dissection was stopped at this 
point because of the danger of rupturing the vena 
cava. Anastomosis was accomplished with a single in- 
terrupted row of 000 chromic catgut. An Orr nephros- 
tomy tube was left as a splinting catheter for a period 
of approximately six weeks, and removed. 

The patient made a most uneventful recovery and 
returned to his occupation as a Sears Roebuck sales- 
man three weeks after operation, and is today enjoy- 
ing a very active and comfortable life. A postoperative 
excretory urogram, made approximately 3 weeks ago, 
shows a rather marked diminution in the amount of 
hydronephrosis and caliectasis on the right side. 

Again may I express my gratitude for being able to 
appear on this program to discuss a most interesting 
problem. 
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Ureteritis Cystica and Pyelitis Cystica* 


SEYMOUR OCHSNER, M.D., and EDGAR BURNS, M.D.,t New Orleans, La. 


This unusual condition can be demonstrated quite well by 


careful roentgenographic technics. 


Cystic CHANGES in the mucosal lining of the 
urinary tract are commonly visualized by 
urologists during cystoscopic study. They are 
usually seen in the region of the trigone and 
ureteral orifices. Grossly, they appear as dis- 
crete, translucent or grey, cyst-like bodies, 1 
to 2 mm. in diameter, scattered on the mu- 
cosal surface. Some are superficial and others 
are deeper in the mucosa. These lesions, 
which are called cystitis cystica, are consid- 
ered by most observers to be the sequelae 
of chronic or recurrent infection of the uri- 
nary tract. 

Similar changes in the upper urinary tract 
are known as ureteritis cystica and _pyelitis 
cystica. Apparently, the ureter or renal pelvis 
is less frequently involved, for few reports 
about these conditions have appeared in the 
literature. Nevertheless, it is important that 
their roentgenographic appearance be fa- 
miliar to the radiologist and urologist. For 
this reason we are presenting briefly the 8 
cases (all in white patients) that have been 
recorded at the Ochsner Clinic between 1942 
and 1957, the essential features of which have 
been summarized in table 1. 


Historical 


The accumulation of knowledge about 
ureteritis cystica and pyelitis cystica was ably 
reviewed by Morse.! According to him, Mor- 
gagni described these lesions in 1761, and 
fifteen years later Litten first described their 
microscopic appearance. In the first report 
of the disease in the English literature, in 
1889, Eve? considered the cystic changes to 
be the result of parasitic disease and labeled 
them ‘“‘psorospermial cysts.” The modern 
concept of the pathogenesis of ureteritis 
cystica originated with von Brunn,’ in 1893. 


*Read before the Section on Radiology, Southern Medical 
Association, Fifty-First Annual Meeting, Miami Beach, Fla., 
November 11-14, 1957. 

+From the Departments of Radiology and Urology, Ochsner 
Clinic, and Tulane University School of Medicine, New Or- 
leans, La. 
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He described proliferative changes in the 
epithelium resulting from chronic inflamma- 
tion, epithelial buds growing beneath the 
surface and separate from the surface epi- 
thelium. Subsequent degenerative changes in 
the center of these detached nests of cells 
result in development of small cystic lesions. 
As they enlarge they may remain below or 
in the epithelium, but are apt to balloon 
from the surface as superficial, thin-walled 
cysts. Lubarscht and Aschoff® confirmed von 
Brunn’s opinions, and today, the generally 
accepted explanation for these changes is that 
they develop from von Brunn’s cell nests. 

In Morse’s' comprehensive study of the 
literature in 1927, he was able to find reports 
of approximately 60 cases of pyelitis cystica, 
ureteritis cystica and cystitis cystica. Reports 
of cystitis cystica predominated. Morse made 
a complete study of the urinary tract in 125 
autopsies. He found microscopic evidence of 
von Brunn’s cell nests in 108 cases (86.4%) 
and microscopic cysts in 3 cases (2.4%). In 
a review of the records of 190 patients with 
bilateral pyelonephritis, he found that 33 pa- 
tients (17.4%) also had cystitis cystica. 

The disease remained largely only of path- 
ologic interest until 1929, when Jacoby® and 
Joelson? each reported a case of cystitis cystica 
in which the clinical diagnosis was made on 
the basis of cystoscopic observations and roent- 
genographic changes in the ureters. In Joel- 
son’s case the renal pelvis was also involved. 
Kindall* was the first to report a case diag- 
nosed clinically, and with histologic confirma- 
tion by ureteral biopsy. An excellent review 
by Patch,® in 1939, indicated that only 10 
cases had been recorded since 1929, the first 
decade of clinical interest in the disease. He 
pointed to the interesting fact that renal 
stones had been present in 50% of the re- 
corded cases. Although only a few additional 
have appeared, the disease is 
probably not as rare as this might indicate. 
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SUMMARY OF CLINICAL DATA OF CASES OF URETERITIS CYSTICA ENCOUNTERED 
AT OCHSNER CLINIC BETWEEN 1942 AND 1957 


Cystoscopic Findings 
Cloudy urine: blood 
clots from right ureter 


Injection of mucosa at 


Acute and chronic cvsti- 
tis; bloody urine from 


Cystitis and severe ure- 


Cystitis cystica at base 


Examination refused 


Slight mucosal redness 


Case Age Sex Year Clinical Data 
1 63 F 1944 Hematuria, nausea, 
vomiting, pain in ab- 
dominal R.L.Q. 
2 52 M 1949 Impotency 
base 
8 65 F 1949 Dvysuria, suprapubic 
pain, chills and fever 
left ureter 
4 26 F 1954 Pvelitis after pregnancy 
thritis 
5 50 M 1956 Frequency, burning, 
backache, chills, fever of bladder 
and gross hematuria 
6 68 F 1956 Hypertension, head- 
aches, dysuria 
7 56 F 1956 Dvsuria, pyuria, fever, 
urinary infection 
8 69 F 1957 Intermittent (18 mos.) 


frequency, dysuria, 
hematuria, pyuria 


Urethritis, trigonitis, 
cystitis cystica 


Roentgenography 
No function of right 
kidney 
Retrograde: filling de- 
fect in large pelvis and 
along ureters 
No function on right 
Retrograde: marked 
ureteritis cystica 
Poor function in small 
left kidney 
Retrograde: marginal ir- 
regularities in left calv- 
ces — pelvis and ureter 
(tuberculosis) 
Slight hydronephrosis 
with kinked and dilated 
ureter 
Retrograde: pvelitis 
cystica ureteritis 
cystica 
Several small renal 
stones; slightly dilated 
calyces with notched 
margins and pvyeloure- 
teritis cystica 
Ureteritis cystica 


Scattered small filling 
defects in lower right 
ureter 
Small filling defects in 
upper portion of each 
ureter 


Treatment and Results 
Nephrectomy: Papil- 
loma in upper calyx, 
with blood clots and 
ureteritis cystica 


Operation refused by 
patient 


Nephrectomy: Atrophic 
kidney with inflamma- 
tion and abscesses; se- 
vere ureteritis cystica 


Adhesions freed; 
Nephropexy, an inch of 
ureter resected 


Urinary infection 
treated; improved 


Refused urologic treat- 
ment 

Urinary infection 
treated; symptoms re- 
lieved 

Urinary infection 
treated; bladder irriga- 
tion; ureteral cauteriza- 


tion; improvement 


Certainly, cystitis cystica cannot be considered 
rare in urologic practice. 


Clinical Aspects 


There is nothing distinctive about the his- 
tory of most patients with pyeloureteritis 
cystica. Any symptoms relating to the urinary 
tract may be present,—dysuria, frequency, 
burning, suprapubic discomfort or hematuria. 
These may be of recent origin or chronic. 
Generally, these patients will report recurring 
episodes of infection of the urinary tract,'é 
with or without passage of urinary stones. 
White blood cells and red blood cells may 
be found in the urine. Staining or cultural 
studies of the urinary sediment will often 
reveal the presence of bacteria. 


Cystoscopic studies often furnish the clue 
to the possible presence of pyeloureteritis 
cystica. In the region of the ureteral orifices 
and trigone of the bladder, small cyst-like 
lesions may be seen (cystitis cystica) and, 
when these are noticed, search should be made 
for similar changes in the urographic studies. 


Roentgenologic Observations 


The roentgenologic patterns of ureteritis 
cystica and pyelitis cystica are characteris- 


tic.'®?! No evidence of disease will be seen 
in the plain roentgenograms unless there be 
associated opaque urinary calculi (Fig. 1). 
The cysts themselves do not contain stones 
and are radiolucent. 

If the ureter and collecting systems of the 
kidneys are filled with a contrast medium, 
cystic lesions appear as small, smooth, rounded 
filling defects, usually | to 2 mm. in diameter, 
in the contrast medium. Since the cysts are 


FIG. 1 


(Case 5) A 2 mm. calculus is shown in the upper pole of 
the right kidney. Several other minute calcifications are 
present in each kidney. 


4 


VOLUME 51 


usually multiple, the filling defects are mul- 
tiple. These cysts may be seen in only one 
segment of the ureter or along the entire 
course. The superior portion of the ureter 
is most commonly involved.'* Generally, one 
sees clusters of them, which may give the 
appearance of groups of tiny air bubbles 
(Figs. 2-5). Three features assist in their dif- 
ferentiation from air bubbles:—they are seen 
in excretory urographic studies; they are con- 
stant on re-examination; and they form 
notches in the marginal outline of the ureter 
or pelvis when visualized in profile. 

The multiplicity of the lesions usually 
serves to differentiate them from radiolucent 
stones. The rather uniform diameter of 1 to 
2 mm. usually aids one in differentiating 
them from papillary tumors or blood clots. It 
must be remembered that often urinary cal- 
culi may also be present, that chronic infec- 
tion of the urinary tract is almost invariably 
present and may be shown by other abnormal 
findings, and that hematuria from rupture 


FIG. 2 


(Case 5) Fifteen minute urogram shows slightly dilated caly- 
ces with irregular contours and small marginal filling de- 
fects (pyelonephritis cystica); cysts are present in the left 
renal pelvis (pyelitis cystica) and ureter (ureteritis cystica). 


URETERITIS CYSTICA AND PYELITIS CYSTICA—Ochsner and Burns 953 


FIG. 3 


(Case 6) Several marginal filling defects in the left upper 
ureter (ureteritis cystica). 


of the mucosal cyst may make the roent- 
genologic picture confusing. Berman and 
Copeland** described the ureteral defect 
caused by varicose ureteral veins. 

Inflammatory disease may lead to lesions 
that are confusing, particularly those pro- 
duced by tuberculous pyeloureteritis.'°1 In 
tuberculosis the deformities in the calyces are 
usually more severe, with chronic ulceration 
producing ragged outlines and fuzzy appear- 
ing marginal deformities. Infundibular or 
ureteral narrowing, with associated dilatation 
or cicatricial shortening, leads to gross ab- 
normalities that usually can be differentiated 
from pyeloureteritis cystica. 

The basic finding of multiple, small filling 
defects, however, should always alert the 
roentgenographic examiner. Finding of cystitis 
cystica by the urologist, of course, is a major 
aid in diagnosis. Generally, these changes will 
be seen in excretory urograms, if the kidneys 
are functioning well enough for average 
visualization by the contrast medium. Retro- 
grade studies should be helpful in some cases. 
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Care must be taken not to confuse the diag- 
nosis by the introduction of air through the 
catheter. Roentgenographs of good technical 
quality are mandatory if these small lesions 
are to be portrayed sharply and clearly. Loit- 
man and Chiat'® listed the means of improv- 
ing urographic visualization of lesions:— 
cleaning the colon by diet, laxatives or 
enemas; improving density of the excreted 
contrast medium by dehydration of the pa- 
tient and by use of an improved type of 
intravenous medium; and aiding ureteral de- 
lineation by use of abdominal compression 
and the Trendelenburg position to induce 
stasis. 
Treatment 


Formerly there was some pessimism about 
treatment of ureteritis cystica and_pyelitis 
cystica, as the disease was considered to be 
generally progressive and not amenable to 
successful therapy. With recent advances in 
the control of infection of the urinary tract, 
however, it seems logical to suppose that it 
will be possible to treat successfully many 
cases of ureteritis cystica and pyelitis cystica.2% 


FIG. 4 


(Case 2) Multiple central and marginal filling defects in- 
volve the entire ureter (ureteritis cystica). 


AUGUST 1958 


FIG. 5 


(Case 6) Filling defects of cystic ureteritis are present in 
the upper ureter on each side. 


Proper chemotherapy depends on correct iden- 
tification of the infecting organisms and the 
testing of their sensitivity to the therapeutic 
substance used. Aggressive treatment of uri- 
nary calculi and obstructive lesions of the 
urinary tract is, of course, important in the 
control of the urinary infection. 


Summary 


Clinical and urographic data on 8 cases 
of pyeloureteritis cystica encountered at the 
Ochsner Clinic between 1942 and 1957 have 
been presented. The symptoms are usually 
those of urinary infection. The radiographic 
appearance of these lesions is usually one of 
clusters of small, smooth, round filling de- 
fects. They must be differentiated from air 
bubbles, stones, papillary tumors, blood clots, 
and tuberculous pyeloureteritis. Roentgeno- 
graphs of good technical quality are manda- 
tory if these lesions are to be shown. In the 
treatment of pyeloureteritis cystica, it is im- 
portant to identify the type of infection and 
also to treat urinary calculi and obstructive 
lesions, when present. Despite the infrequent 
reports of pyeloureteritis cystica in the litera- 
ture, radiologists and urologists should be 
aware of the disease. 
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Skeletal Manifestations of Parent- 
Induced Trauma in Infants and 


Children: 


SAMUEL H. FISHER, M.D.,t+ Greenville, 8. C. 


This paper calls attention to the need of suspecting 


willful mistreatment of children by parents. 


Introduction 


RECENT ARTICLES by Silverman,' Woolley and 
Evans? and Caffey* call attention to unrecog- 
nized skeletal trauma in infants and children. 
We have recently observed a case showing 
profound roentgen changes and feel it of 
sufficient importance to report. In addition, 
we have had a number of cases of parental 
trauma and are reporting them in this paper. 
Two of our cases resulted in death of the 
child and imprisonment of parent or parents. 


Background and Causes 


In our present-day culture, willful mal- 
treatment of children is practically unheard 
of and is conceded to be deplorable conduct. 
Neuhauser* points out that skeletal trauma in 
infants is normally incident to ordinary 
family life in inverse proportion to the 
parents’ intelligence. Woolley and Evans? de- 
scribe the trauma in three categories: (a) un- 
avoidable episodes in stable households; (b) a 
family environment which momentarily or 
periodically may not afford the usual protec- 
tive atmosphere; and (c) the presence of 
aggressive, immature, or emotionally ill 
adults. 


Astley® reports 6 children under 2 years of 
age, who showed multiple metaphyseal frac- 
tures. He mentions the possibility of con- 
genital indifference to pain. Others®® have 
written extensively on this subject and have 
reported cases of unsuspected fractures in 
children who showed indifference to pain. 


*Read before the Section on Radiology, Southern Medical 
Association, Fifty-First Annual Meeting, Miami Beach, Fla., 
November 11-14, 1957. 


tFrom the Department of Radiology, Greenville General Hos- 
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Our patients showed a normal response to 
pain. 


Case Reports 


Case 1. A 1 year old white girl was admitted to the 
hospital because of difficult breathing and abdominal 
swelling. Roentgen studies showed profound changes 
of the diaphyseal, metaphyseal and submetaphyseal 
regions of the long bones and periosteal reaction of 
the shafts of the ribs (Figs. 1-3). As Neuhauser points 
out,t none of us felt that the changes could be on 
the basis of trauma alone, and we felt that this was a 
chronically traumatized scurvey. Aside from an 
anemia, the morphology of the blood and chemical 
studies (protein, calcium, phosphorus, alkaline phos- 
phatase) were normal. 


Further history from the father revealed that it had 
been several months since the child had been in good 
health. A month and a half previously her legs had 
become swollen, she had refused to stand and would 
cry when touched. The mother reported the child 
was a full term, normal delivery, had had no child- 
hood diseases and had gained weight normally. Mental 
development was considered normal. Neighbors of the 
parents reported parental trauma and this was con- 
sidered to be the diagnosis on discharge 15 days after 
admission. 


FIG. 1 


(Case 1) Rib fractures with periosteal reactions and left 
sided pleural reaction of mild degree are shown. 
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FIG. 2 


(Case 1) The lower extremities show marked hyperostosis 
with normal appearing epiphyses. 


Following discharge from the hospital, the Childrens 
Court was asked to evaluate the case. When they 
called on the parents the father was very rude and un- 
communicative and they were unable to prove mis- 
treatment. 

Five months after the hospital admission, the child’s 
pediatrician was called to see the child and found her 
dead when he arrived. He reported the death to the 
police and the coroners physician performed an 
autopsy. Roentgenograms were made postmortem and 
these showed the previously noted changes and showed 
that the formerly noted metaphyseal abnormalities had 
moved, by growth, into the shafts of many of the long 
bones, especially the tibias (Figs. 4 and 5). Also noted 
were multiple rib fractures and a fresh fracture of the 
distal left tibial shaft. The other positive postmortem 
findings were:—bruise on the left temple, bluish dis- 
coloration both upper lids, laceration of the skin of 
the bridge of the nose with a smell bone chip under- 
lying the skin, lacerations of the upper lip and gum, 
healing lacerations of fingers and toes, bowing and dis- 
tortion of the thighs and legs and old contusion of left 
knee, fractured ribs with deformities, a hemorrhagic 
area about capsule of left kidney, and right occipital 
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subdural hematoma. Bone removed from the femurs 
showed normal bone with fibrous and periosteal re- 
action microscopically. 

Subsequent investigation revealed that the child had 
been treated, when five and one-half months of age, 
for an oblique fracture of the left humerus, fractures 


FIG. 3 


we 


(Case 1) Lateral film studies of the lower extremities show 
marked metaphyseal and submetaphyseal disease with dia- 
physeal periosteal proliferation. 


FIG. 4 


(Case 1) This postmortem film shows many healing and un- 
healed rib fractures. (Compare with figure 1.) 


958 SOUTHERN MEDICAL JOURNAL 


(Case 1) Postmortem study of the lower extremities shows 
how the fractures have moved by growth along the long 
bones and how the metaphvses at this time have an essen- 
tially normal appearance. Note fresh fracture in the distal 
left tibial shaft 


of left radius and ulna in the upper thirds, and-trans- 
verse fracture of distal third of ulna, all of which 
healed normally. The parents told the orthopedist 
who treated the child at that time that the child was 
put on a studio couch and later was found crying with 
her left arm caught between the seat and the back of 
the couch. After the child had died, neighbors told the 
police that she had gotten her arm broken while the 
parents were fighting, and the mother told the police 
that the child had gotten her arm broken when the 
mother and father rolled on the child when they were 
sleeping together. 

The parents were arrested for murder of the child 
and subsequent police investigation revealed a long 
history of maltreatment. The parents were examined 
at the South Carolina State Hospital and were found 
to be “not insane.” They pleaded guilty to murder 
and were imprisoned in the State Penitentiary. 

Case 2. A 10 vear old colored boy was brought to the 
hospital by his sister who said their father had beaten 
him. Examination showed him to be comatose. He 
had a 10 cm. laceration of the left occipitoparietal 
region, a compound dislocation of the third finger of 
the left hand and an avulsion of the nail of the second 
finger of the left hand. Positive abdominal and lower 
extremity neurologic changes were present. 

Stereoscopic roentgen studies of the skull showed 
fracture of the left parietal bone and studies of the 
hand showed fracture dislocation of the ring finger 
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(Figs. 6 and 7). Neurosurgical study disclosed, in addi- 
tion to the left parietal scalp laceration, diffuse cortical 
contusion on the left, traumatic subarachnoid and 
intraventricular hemorrhage, and a_ left subdural 
hematoma. The child died 2 days after admission, 
without regaining consciousness. 

The sheriff's office reported that they had been 
called and had found the child and his father lying on 
the floor of the bedroom. The father apparently had 
been drunk for a few days and admitted slapping and 
beating the child. Siblings of the patient told the 
sheriff's deputy that the father beat him with a shot- 
gun and rifle. Guns, with stocks broken off, were 
found by the deputy. The father pleaded guilty to the 
murder of his child and was sentenced to the State 
Penitentiary. 

Case 3. A 26 month old white boy was admitted to 
the hospital through the emergency room where he 
was brought by his mother. His mother stated that 
the child would not stand and there was swelling and 
tenderness of the right leg. Physical examination 
showed many bruises of the body and shortening of 
the right thigh with a considerable amount of pain 
and tenderness on any motion of the leg. Roentgen 
studies showed a spiral fracture of the right femur 
which subsequently healed satisfactorily. 

Investigation strongly suggested paternal trauma. 
When the child was 6 months of age, he had been 
seen in the emergency room and had an oblique frac- 
ture of the right humerus which healed normally. 


At 23 months of age, the child was admitted to the 


FIG. 6 


(Case 2) Parietal fracture is shown. 
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FIG. 7 


(Case 2) There is a fracture dislocation of the ring finger 
at the proximal interphalangeal joint. 


hospital by court order with the history that his father 
had beaten him with a belt several days before ad- 
mission. The police were called and they got a court 
order to have the child admitted. Examination showed 
contusions of thighs, calves, flank and cheek. Follow- 
ing discharge, he was put in a foster home, by court 
order, and the parents were treated in the mental 
hygiene clinic. 

At 25 months of age, the child was returned to his 
home under court supervision. Following the episode 
of fracture of the femur at 26 months of age, the 
child again was put in a foster home and the parents 
again were sent to the mental hygiene clinic for 
treatment. 

Case 4. A 10 year old girl was seen in the emer- 
gency room because of a painful right elbow. There 
was no other evidence of trauma and film study of the 
elbow showed a fracture of the distal humerus with 
dislocation of the radius at the elbow. The hospital 
social service department was reached by an anony- 
mous neighbor who stated that the child’s injury was 
paternally induced. The Childrens Court was asked to 
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investigate and reported that the injury was malicious- 
ly and not playfully induced. 

Other Cases. We have observed other cases 
of parental trauma to children, as have all 
physicians who see infants and children. In 
these cases the cause of trauma was ascer- 
tained to be accidental and in each case the 
home situation was considered to be stable. 
‘Two examples are presented: 

(1) A six month old boy with an oblique fracture of 
the midshaft of the left femur was admitted to the 
hospital. The father stated that he forcefully twisted 
the leg while trying to put on a shoe. When this 
child was 3 weeks of age, he was seen for a transverse 
fracture of the right humerus. His mother did not 
know how this fracture occurred and brought the 
child to the physician because she noted deformity of 
the arm. Both of these fractures healed satisfactorily 
and the child showed no evidence of any bone disease. 

(2) A 14 vear old girl was seen in the radiology 
department because of a painful left shoulder, Exam- 
ination revealed deep shoulder pain on motion but no 
limitation of motion or neurologic abnormality. 
Roentgen study disclosed a fracture of the left first 
rib at its tubercle. Accidental paternal trauma while 
“rough housing” was the only trauma that could be 
clicited. 

Discussion 


Infants and children may show skeletal 
manifestations of trauma induced by adults in 
a number of ways. Every physician who sees 
children has noted episodes of accidentally 
induced injury, and these are illustrated by 
the simple one bone fracture sustained once 
or a few times during childhood. Chronic in- 
jury due to adult trauma, as illustrated in our 
case |, producing roentgen changes similar to, 
but usually not as marked as seen in our case, 
is becoming established entity which 
should be borne in mind. Neuhauser* in dis- 
cussing Silverman's paper points out that it is 
frequently difficult to convince the pedia- 
trician and orthopedist that trauma is respon- 
sible for the bizarre and unusual 
changes. 


bone 


By recognizing the entity of trauma by 
adults, not only may much time and effort be 
saved in arriving at a diagnosis but, more 
important, if law enforcement agencies are 
able to act, life may be saved. 

The morbid anatomy causing the severe 
hyperostoses seen in repeated trauma is dis- 
cussed in detail by Caffey* and is suggested 
reading for those interested. 

The connection of fractures of extremities 
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and subdural hematoma has been adequately 
discussed in the literature. Only in recent 
years has trauma by adults been implicated 
in this type of injury. Caffey,® in 1946, dis- 
cussed multiple fractures of the long bones of 
infants associated with subdural hematoma 
and presented 6 cases showing fractures with- 
out history of injury to which the fractures 
could be reasonably attributed. Others!!! 
have presented similar cases. 


It is certainly conceivable that congenital 
indifference to pain could produce similar 
changes but our cases all showed what ap- 
peared to be normal pain response. 


Summary 


Six cases of parental induced trauma in 
infants and children are presented. Two of 
these were in children accidentally injured in 
stable home environments and +4 were in 
children whose parents were emotionally ill. 
Two cases resulted in the death of the child 
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and the imprisonment of the parent or 
parents. One of the cases presented shows 
roentgen changes which are unusual and 
which represent a relatively new concept of 
bone changes as a result of repeated parental 
trauma. 
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Inguinal and Umbilical Hernias 


Infancy and Childhood: contrast 


in the Management* 


FRANK TURNER KURZWEG, M.D.,+ Miami, Fla. 


The difference in prognosis and the possibilities of complications make the 
management of these two kinds of hernia radically different. 


Two TYPES OF HERNIA Of the anterior abdom- 
inal wall, inguinal and umbilical, occur rather 
frequently in infancy and childhood. 


Inguinal Hernia 


Anatomy. An understanding of the descent 
of the testes gives insight into the association 
of congenital indirect inguinal hernia, hydro- 
cele and cryptorchism. During the seventh 
and eighth fetal months the processus vagi- 
nalis evaginates through the abdominal wall, 
on through the inguinal canal and into the 
scrotum. During the seventh to the ninth fetal 
months the testes descend rapidly along this 
same route. This migration is dependent in 
some way upon the gubernaculum testis 
which extends from the lower pole of each 
testis through the inguinal canal to the scrotal 
wall. The gubernaculum and the testes are 
covered by peritoneum before the descent 
begins and are dorsal to the peritoneum dur- 
ing the descent. In the scrotum the testis is 
covered by a reflected pole of the processus 
vaginalis but lies outside its cavity. Ordinarily 
the narrow canal connecting the processus 
vaginalis with the abdominal cavity becomes 
obliterated at the end of fetal life or during 
the first few months after birth but rarely 
after six months of age. If the upper portion 
of the canal remains patent an indirect her- 
nial sac is present. The canal may become 
obliterated at different levels and, depending 
upon the site or sites of obliteration, may re- 
sult in an indirect inguinal hernia, a hydro- 
cele of the testis, a hydrocele of the cord, or 


*Read before the Section on Surgery, Southern Medical As- 
sociation, Fifty-First Annual Meeting, Miami Beach, Fla., 
November 11-14, 1957. 

+From the Department of Surgery, University of Miami 
— of Medicine and Jackson Memorial Hospital, Miami, 
Fla. 
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any combination of these. The right testis de- 
scends later than the left and hence the right 
processus vaginalis is patent until a later 
date. The greater frequency of indirect her- 
nias on the right is probably because of this 
delay in descent. At times the testis may re- 
main within the abdomen or may be stopped 
along its route of descent. This is known as 
cryptorchism. In the female a similar process 
occurs and the hernial sac is contiguous to the 
round ligament of the uterus.!3 


In infancy and childhood an inguinal her- 
nia is almost always an indirect one due to 
failure of obliteration of the processus vagi- 
nalis. There is no fault in the muscular or 
fascial elements. 


It is reported that from 60 to 70% of ingui- 
nal hernias occur on the right side in infancy 
and childhood, 25 to 28% on the left and 12 to 
20% bilaterally. From 82 to 93% of the her- 
nias are found in males.*@ The relationship 
of inguinal hernia to hydrocele and/or cryp- 
torchism is apparent when we realize that 
almost one-fifth of the male patients have a 
hydrocele or cryptorchism.5® 

Treatment. In this country, until the 
1940's, it was generally advised to delay sur- 
gical intervention until the child was three or 
four years of age, that is until he was trained 
to the toilet. There were three important rea- 
sons for the delay. First, it was thought that 
the hazard of anesthesia was greater in the in- 
fant. If the anesthetist was unaccustomed to 
dealing with infants this reason had merit. 
Second, the technical difficulty of handling 
small structures and delicate tissues was 
greater in a tiny infant. If the surgeon was 
not familiar with operating upon this age 
group, it was recognized that the procedure 
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might be dangerous. Third, the risk of in- 
fection in a groin wound in an infant or child 
was increased. The plan of waiting until the 
child was trained to the toilet was advised 
since the chance of maintaining a reasonably 
clean dry wound would be improved. 

The incidence of incarceration was greater 
in infancy and childhood than in adults, and 
was greatest in the first vear of life. Thorn- 
dike and Ferguson? studied a group of pa- 
tients at the Children’s Hospital in Boston 
and found the incidence of incarceration to 
be 6 per cent. Of the 106 patients with incar- 
cerated hernias 45 were less than one year of 
age. In Potts’® series 19% of the infants en- 
tered the hospital with incarceration or a his- 
tory of recent incarceration. Below the age of 
4 months 26° were or had been incarcerated, 
over the age of 18 months only 6% had this 
complication. 

Not only was the incidence of incarceration 
greater in the infant and child but it became 
evident that incarceration occurred when 
there was an increase in the intra-abdominal 
pressure. Increased intra-abdominal pressure 
most often occurred because the patient had a 
severe upper respiratory infection or broncho- 
pneumonia. Operation to correct the incar- 
cerated hernia was then necessary as an emer- 
gency procedure in a patient seriously ill 
with another disease. The hazard of adminis- 
tering a general inhalation anesthesia to a 
patient with an acute respiratory infection 
was obvious. (Local anesthesia was not prac- 
tical in this age group.) 

The evolution of the present policy of ad- 
vising surgery as soon as an inguinal hernia 
is diagnosed appears to be a sound one. Oper- 
ation can be performed electively upon a 
healthy individual and hence the risk is less. 

Since the fault in an inguinal hernia in a 
child is the persistence of the processus vagi- 
nalis and not a fascial defect, the important 
principle in the surgical attack is high liga- 
tion of the sac. A modification of the Fergu- 
son repair may or may not be performed. 


For a while Gross* explored both sides in 
all patients. Most often no hernia was found 
on the second side. Therefore he advocated 
operating upon the second side only if some- 
thing in the history or physical examination 
suggested that a hernia might be present on 
the second side. However, Rothenberg and 
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Barnett® found bilateral indirect inguinal her- 
nias in 37 of 50 infants and children in whom 
only a one-sided hernia was demonstrated pre- 
operatively. Bilateral hernias were found in 
100°, of the patients under the age of one 
year and in approximately two-thirds of those 
over the age of one vear. 

The use of a truss in the management of 
inguinal hernia is mentioned only to con- 
demn it. It is a source of irritation and is not 
efficacious in maintaining the reduction of 
the hernia. 

Umbilical Hernia 


The second common type of anterior ab- 
dominal wall hernia found in the pediatric 
patient is the umbilical hernia. The unsightly 
protrusion causes more concern among the 
parents than to the patient. 


Anatomy. The umbilical region is bounded 
laterally by the rectus muscles within their 
fascial sheaths, posteriorly by the peritoneum 
and anteriorly by the skin. The umbilical ori- 
fice is a gap in the linea alba and is weakest 
at the upper edge where the venous remnants 
are attached. The umbilical fascia is a direct 
extension of the transversalis fascia. When 
this fascia is lacking the peritoneum is not 
supported and a direct hernia through the 
umbilical orifice may result.® 

The hernia develops in the early weeks of 
life, though it may not be manifest until some 
increase in intra-abdominal pressure such as 
crying or coughing causes protrusion. 


Umbilical hernia is said to be associated 
with certain conditions as mongolism, creti- 
nism or prematurity.!° It is more common in 
Negroes than in whites.''-!* Gross* states that 
it is twice as common in females as in males 
and suggests that the reason for this is the less 
well-developed musculature of the female. 
This preponderance in girls is not verified by 
all authors. 


That most umbilical hernias will be cured 
spontaneously is well documented in the liter- 
ature.!”-13,14 As the individual grows the rec- 
tus muscles constrict and obliterate the her- 
nial orifice. Woods" studied 283 infants; 93% 
were cured spontaneously in the first year of 
life. Crump™ studied 1,237 negro infants and 
children and found hernias in 42.39% of the 
infants under one year of age. From the age 
ol one to three years the incidence was 27.6 
per cent. There was a gradual decline in the 
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incidence until the age of 8 years when the 
incidence was zero. 

Treatment. In contrast to inguinal hernias, 
umbilical hernias carry very little risk of in- 
carceration or strangulation. Such complica- 
tions are practically unknown. Omentum is 
sometimes caught in the ring but the intestine 
is rarely incarcerated. Since it is known that 
the spontaneous disappearance of the hernia 
is so great and that its existence carries very 
little risk of complication, the program of 
watchful waiting seems logical. Obviously in 
the rare patient in whom a complication de- 
velops, surgical repair should be undertaken. 

Adhesive strapping is mentioned only to 
(liscourage its use. The adhesive plaster pro- 
duces irritation of the skin and infection may 
develop in the damaged skin. Intricate meth- 
ods of strapping probably do not accelerate 
the appearance of fibrous tissue and actually 
may have a deleterious effect by restricting 
the normal activity of the abdominal muscles. 


Discussion 


In general, the surgeons operating at the 
Jackson Memorial Hospital, in Miami, follow 
the plan of management outlined. At this hos- 
pital during the 12 month period from July 1, 
1956, to June 30, 1957, inclusive, there were 
100 patients 12 years of age or under who 
were treated surgically for inguinal hernias, 
and 7 patients of the same age group who 
were operated upon for repair of an umbilical 
hernia. Of the 7 umbilical herniorrhaphies 2 
were done simultaneously with inguinal her- 
nial repair. In these patients it was the opin- 
ion of the surgeon that if anesthesia and sur- 
gery were to be undertaken for repair of the 
inguinal hernia, the additional time necessary 
to repair the umbilicus would be worth while. 
There was one left femoral hernia in a 4 
month old white girl which preoperatively 
had been diagnosed as an inguinal hernia. 
Comparison of the number of inguinal herni- 
orrhaphies with the number of umbilical 
herniorrhaphies indicates how closely the pol- 
icy was followed. 

The highest concentration of the 100 pa- 
tients undergoing operation for inguinal her- 
nias was in the younger age group (Fig. 1). 
Twenty-three patients were less than 3 months 
old. This was almost one-fourth of the total 
number of cases operated upon. One-half (50) 
of all cases was less than 2 years of age. 
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By contrast there was no concentration of 
operations in the younger age groups in the 
lew cases of umbilical herniorrhaphy. Only 
one patient less than 2 years of age was oper- 
ated upon for an umbilical hernia as the pri- 
mary procedure. The patient developed a 
complication of the hernia for which surgical 
treatment was required. 

In the group of patients with inguinal her- 
nias the males outnumbered the females eight 
to one. There were 89 males and 11 females. 
Eighty of the inguinal herniorrhaphies were 
in white and 20 in negro patients. Roughly 
this followed the racial distribution of the 
population of this area. An analysis of the sex 
ratio and color of the patients in the umbili- 
cal hernia group would not be reliable be- 
cause of the small number of patients and the 
selection of cases. 

Sixty inguinal hernias occurred on the right 
side, 28 on the left side and 12 bilaterally. 
This distribution agrees with other series.*% 

In spite of the policy of early operation for 
inguinal hernia there was a high incidence of 
incarceration. Eleven of the 100 cases entered 
the hospital because of this complication. The 
patients with incarceration were admitted to 
the hospital and reduction was attempted. If 
reduction was successful and there was no evi- 
dence of strangulation, operation was delayed 
so the edema of the structures might subside 
and the patient’s general condition could be 
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improved. Operation was performed elective- 
ly at a later date during that hospital admis- 
sion. 


The highest incidence of incarceration was 
in the first 18 months, and especially in the 
first 3 months of life. Five of the total 11 pa- 
tients with incarceration were less than 3 
months old. There were 23 patients less than 
3 months of age operated upon, and 5 (21.7%) 
were or had been recently incarcerated. Eight 
of the total 11 cases fell within the age group 
of the first 18 months. Up to the age of 18 
months there were 48 patients who underwent 
surgical repair and 8 (16.7%) of these were 
because of incarceration. It is clear that the 
risk of this complication is highest early in 
life. 

Of the 1] patients with incarceration 10 
were males and one a female. Seven occurred 
on the right and 4 on the left. 


Resection of the bowel was necessary in 
only one case. This was a 2 month old col- 
ored boy with a left inguinal hernia. He was 
admitted with a one day history of abdominal 
swelling and vomiting. A left inguinal hernia 
noted on entry to the hospital was manipu- 
lated and thought to be reduced. Clinical im- 
provement followed for a time but two days 
later it was evident that the patient had an 
intestinal obstruction. Exploration at that 
time disclosed a Richter’s hernia with gan- 
grene of a segment of small bowel which was 
resected. The apparent reduction the day of 
entry to the hospital had never been complete 
but the knuckle of bowel had remained 
caught in the internal ring. 


In the 7 patients undergoing umbilical 
herniorrhaphy, there was one instance of in- 
carceration which occurred in a male infant 
3 months of age. He had had a left inguinal 
hernia repaired at the age of 6 weeks and sub- 
sequently had developed progressive enlarge- 
ment of the umbilical hernia. Emergency 
surgical intervention was necessary when it 
became irreducible, but no resection was re- 
quired. Two colored girls, one 3 and one 6 
years of age, had umbilical herniorrhaphies 
because of recurrent abdominal pain thought 
to be due to the hernia. A 7 year old colored 
boy was operated upon because he repeatedly 
traumatized the hernia by inserting sticks, 
pencils and other foreign bodies into the her- 
nial orifice and had produced a chronic skin 
irritation. 
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The association of inguinal hernia with 
abnormalities in the descent of the testes is 
apparent from a breakdown of these cases. Of 
the 89 males there were 27 who had cryptor- 
chism or a hydrocele. Cryptorchism was pres- 
ent in 11 and in 16 a hydrocele. In one pa- 
tient an orchiectomy was necessary because of 
gangrene of the testis due to torsion. The pa- 
tient was known to have had cryptorchism 
but no recognizable hernia. A painful tender 
swelling of the scrotum developed and at 
operation a hernia was found as well as tor- 
sion of the testis. 


There was only one instance of operation 
for a recurrent inguinal hernia. At the age of 
2 years the patient had a right inguinal hernia 
operated upon elsewhere. A recurrence was 
noted at the age of three. He was operated 
upon again at this hospital at the age of 5 and 
an indirect sac was found. 

There were no deaths in this group of pa- 
tients. The usual hospital stay was from one 
to three or four days. The longest hospital 
stay was 33 days. This was the patient who 
underwent a resection of the small bowel be- 
cause of an incarcerated inguinal hernia with 
strangulation of the bowel. 


During this 12 month period 3 patients 
were explored in whom only a hydrocele was 
found at operation. Preoperatively it had 
been thought that a hernia would be present. 


Summary 


The change from nonoperative to opera- 
tive treatment is discussed in the management 
of inguinal hernia. The reason for the change 
is the high incidence of complications from 
inguinal hernia in infants and children. Men- 
tion is made of the type of inguinal hernia 
found, its association with hydrocele and 
cryptorchism and the embryologic defect in 
its development. 


In contrast, the management of umbilical 
hernia in infancy and childhood is usually 
watchful waiting. The defect at the umbilicus 
will close spontaneously in most cases. 
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Discussion (Abstract) 


Dr. John J. Farrell, Miami, Fla. 1 have enjoyed Dr. 
Kurzweg’s very informative paper and wish to congrat- 
ulate him on it. There are several interesting problems 
which present themselves in considering inguinal her- 
nias in the infant. First of all there is the question of 
the presence of bilateral hernia. All too often because 
of the pressure relationships, a hernia is visible only 
on one side, and after it is repaired a hernia soon 
presents in the opposite canal. We feel that many of 
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these latent hernias can be diagnosed preoperatively 
if one palpates the opposite side with extreme care, 
moving the examining finger across the region of the 
internal ring especially with the child crying. A feel- 
ing of crepitation or a sensation similar to rubbing 
two layers of silk cloth together is a strongly positive 
sign of the presence of a hernia and when this sign is 
obtained we believe exploration of that side is man- 
datory. 


Another question which presents itself is the opti- 
mum time for inguinal herniorrhaphy in the prema- 
ture infant. It is our practice on the surgical service 
of the Jackson Memorial to wait until the child at- 
tains a weight of six pounds if at all possible. If in- 
carceration occurs, operation will be undertaken im- 
mediately, but we feel that a premature child who 
has attained six pounds in weight is a much better 
operative risk. 


Finally, there is the question of closure and care of 
the incision in an area certain to be constantly con- 
taminated in an incontinent infant. A subcuticular 
closure, we use fine, plain catgut, with no skin sutures 
and immediate covering with a plastic spray has given 
excellent results in our hands. In addition it not only 
allows early discharge of the patient from the hospital 
but eliminates the traumatic episode, to the patient, 
parents and surgeon, when skin sutures are removed. 
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Chemical Control of Hyperhidrosis 
of Amputation Stumps" 


FREDERICK E. VUL TEE, M.D.,.t Richmond, Va. 


The author details suggestive results in a problem which interferes 


at times with the wearing of prostheses. 


TROUBLESOME SWEATING of an amputation 
stump is not an unusual phenomenon. The 
amount of moisture produced is generally 
proportionate to that over the entire body, 
and varies with the many factors operating 
in the production of perspiration. The vapori- 
zation of this solution is also effected nor- 
mally when the stump receives adequate cir- 
culation of the surrounding air. Even hy- 
perhidrosis is not a significant problem if 
vaporization can take place easily. The ap- 
plication of a prosthetic socket to the stump, 
however, immediately creates an artificial en- 
vironment which is not conducive to natural 
evaporation of the perspiration. Fortunately, 
most individuals with a normal production 
of perspiration are able to tolerate this al- 
teration of the environment of the stump 
without difficulty. Those stumps which do 
show hyperhidrosis, however, may be ex 
pected to react poorly to the enclosure neces- 
sary for fitting, and subsequent complications 
may be of sufficient severity to interfere with 
the use of the prosthesis. 

When excessive perspiration which cannot 
be vaporized easily is produced, several prob- 
lems are immediately apparent. First, the skin 
is bathed continuously in a saline solution. 
Pooling of the solution in dependent portions 
of the socket adds to the tissue insult. Second, 
some sockets are fitted so tightly that actual 
mechanical obstruction of the sweat ducts re- 
sults. When this occurs production of per- 
spiration continues and retention cysts be- 
come an additional problem. The usual end 
result of the first and most common problem 


*Read before the Section on Physical Medicine and Re- 
habilitation, Southern Medical Association, Fifty-First Annual 
Meeting, Miami Beach, Fla., November 11-14, 1957. 

+From the Department of Physical Medicine and Rehabili- 
tation, Medical College of Virginia, Richmond, Va. 

The Prantal used in this study was generously supplied by 
G. Kenneth Hawkins, M.D., Division of Clinical Research, 
Schering Corporation, Bloomfield, N. 
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is maceration of tissue. This is usually acutely 
uncomtortable because of the nature of the 
fluid present, and is solved only by aban- 
doning the prosthesis. This is only a tempo- 
rary solution, however, since the cycle will 
be repeated as soon as the prosthesis is worn 
again. 

These problems have been recognized for 
many years, and attempts at effecting a per- 
manent solution have been directed largely 
toward obtaining an adequate air flow around 
the stump to permit some degree of vaporiza- 
tion of the perspiration. \ solution is not yet 
in sight, although continuing studies show 
promise of an ultimately satisfactory result. 

Hyperhidrosis of the amputation stump is 
still a definite clinical svndrome, and of such 
significance to the patient that he may decide 
to discard the prosthesis completely. This 
situation occurs much more frequently among 
congenital amputees than among traumatic 
amputees. It can be expected in slightly over 
60°; of all congenital amputees, according to 
our experience, and is much more likely in 
the upper extremity than in the lower. The 
condition generally is present before fitting 
the prosthesis, but is not recognized until 
after fitting or tissue breakdown occurs. Care- 
ful questioning of ‘the child, or family, when 
the patient is first seen, and preliminary treat- 
ment, will help prevent complications. Some 
patients may have noted water dripping from 
the upper extremity stump even when it is 
loose in the sleeve. Failure of the patient or 
family to mention the presence of perspira- 
tion on the stump must not be taken as an 
indication that it does not exist; therefore, 
careful questioning about this point is always 
in order. 

The greatest frequency of occurrence of 
hyperhidrosis in congenital amputees has been 
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observed in a section of the country noted 
for fairly high temperatures and _ excessive 
humidity. This factor probably is not signifi- 
cant since hyperhidrosis also occurs regularly 
during the cooler winter months. It is present 
in only a limited number of adults with 
stumps from surgical amputation and during 
the same seasons of the year in the same 
locale. 

The duration of hyperhidrosis of an am- 
putation stump is unpredictable. It is safe to 
assume that if the condition exists before 
fitting, it can be expected to remain for an 
indefinite period after fitting a prosthesis. 
Transient excessive sweating generally occurs 
for a few days in almost all cases of first 
fitting, but this will usually subside spon- 
taneously before harm to the stump results. 
In the congenital amputee, however, exces- 
sive sweating will persist indefinitely, with 
all the complications noted, especially if pres- 
ent prior to fitting and not treated. In the 
few patients who have been able to tolerate 
intermittent periods of wearing a prosthesis 
despite excessive sweating, it has been noted 
that a gradual diminution of sweat produc- 
tion occasionally takes place over a period 
of several months, though this is the excep- 
tion rather than the rule. 


Treatment 


The objective of treatment of this condi- 
tion then, in the absence of commercially 
available specially ventilated socket material, 
is simply control of the moisture either by 
continual removal, absorption, or prevention. 

The first method can sometimes be effected 
simply by removing the prosthesis at intervals 
and wiping away extra moisture from the 
stump and the lining walls of the socket. 
This obviously can be accomplished much 
more easily by the adult than by the child. 
In juvenile amputees complications may de- 
velop more rapidly; these patients may not 
take the time to remove the prosthesis regu- 
larly, since they do not appreciate the neces- 
sity for doing so. The child may also reject 
the prosthesis altogether if removal and _ re- 
placement is too difficult or time consuming. 

Another, and perhaps more widely prac- 
ticed method of handling the problem, is 
the use of various powders in the socket or 
on the stump to act as drying agents. In many 
cases these agents absorb the excessive mois- 
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ture satisfactorily, but the fact that the per- 
spiration-laden powder sometimes acts as an 
abrasive must be considered. Also, lumps of 
powder may adhere to the walls of the socket 
and, if sufficiently large, produce painful 
pressure areas on the stump. 

Hygroscopic agents have been used also. 
The agent is usually placed in a bag which 
is inserted in the bottom of the socket to 
absorb moisture and remove it from contact 
with the skin. This represents a satisfactory 
solution in sockets, usually of the lower ex- 
tremity, where sufficient room exists for the 
device. It is usually not possible in upper 
extremity sockets. 

In some instances sudoriferous overactivity 
is so severe that sympathectomy, which pre- 
vents sweating permanently, is considered. 
This procedure is sometimes necessary but, 
in considering it, one must bear in mind that 
the body already has been subjected to a 
general increase in sensible and _ insensible 
water loss because of surface area lost at am- 
putation. Removal of the function of water 
loss from an area throws an even greate! 
burden on the remaining autonomic system; 
a diffuse hyperhidrosis may result which 
leaves the patient more miserable than _be- 
fore. This phenomenon occurs frequently in 
the bilateral high thigh amputee who _per- 
spires profusely on the trunk and arms. 


Treatment, then, obviously should be local 
and no agents which could conceivably lead 
to complications should be used. Various 
anticholinergic drugs, developed principally 
for the treatment of peptic ulcer, have been 
introduced recently. Administered orally they 
produce the clinical syndrome of parasym- 
pathetic inhibition, including xerostomia, 
pupillary dilatation with occasional slight 
blurring of vision, constipation, and decrease 
in systemic sweating. While some of these 
reactions were considered as side effects, it 
seemed that others might have definite thera- 
peutic value in other disorders. 

Grimson! reported, in 1951, that hyperhi- 
drosis had been treated successfully with Ban- 
thine (methantheline bromide), an anticho- 
linergic agent. Because of certain side effects 
associated with this drug, other agents were 
tested and, in 1951, Nelson? reported on his 
use of Prantal (diphemanil methylsulfate) in 
hyperhidrosis. Prantal, a quarternary am- 
monium compeund with anticholinergic prop- 


a 

bs 

g 

‘ 


968 SOUTHERN MEDICAL JOURNAL 


erties, was considered to be approximately 
as effective as Banthine, but side effects were 
decreased. Neither drug was consistently ef- 
fective when administered orally in relatively 
low doses. Comparative studies of Prantal and 
Banthine were conducted by Zupko and 
Prokop** and Rodman® and it was found 
that both agents reduced the number of ac- 
tively functioning sweat glands and the quan- 
titative output of each gland. The higher 
doses employed orally by Zupko and Prokop* 
produced generally satisfactory results, but 
there was some persistence of side effects. 


Local Treatment 


A topical preparation of Prantal was made 
available in 1954. Investigators*" using the 
cream form noted a salutary anhidrotic effect 
in uncomplicated hyperhidrosis and in derma- 
toses caused or complicated by excessive sweat- 
ing. Local untoward reactions and systemic 
effects were absent when Prantal was used 
topically. 

Since a majority of the patients whose 
use of a prosthesis was threatened by hyperhi- 
drosis were children, oral administration of 
the anticholinergic drugs seemed undesirable. 
It was considered worthwhile, then, to at- 
tempt to control sweating locally by the ap- 
plication of Prantal 2% in a cream base. A 
series of 28 children who had excessive sweat- 
ing of a congenital amputation stump was 
selected. Of this number, 23 were upper ex- 
tremity amputees and 5 were lower extremity 
amputees. Most presented some evidence of 
excessive sweating at the time of prosthetic 
prescription; however, the local medication 
was not used until one or two weeks after the 
fitting. At that time excessive sweating was 
readily apparent. The parents were instructed 
to apply the medication three times daily for 
the first week, and to return the children for 
evaluation. The drug was given to 21 children 
and a simple vanishing cream to 7. All of the 
latter were upper extremity amputees in 
whom profuse perspiration was a much more 
significant complication. At the time of the 
first evaluation, all of the 21 children who 
had been treated with Prantal demonstrated 
a significant decrease in perspiration in the 
treated area. The drug was applied only to 
those portions of the skin in direct contact 
with the prosthetic socket. Almost complete 
absence of sweating occurred in more than 
half of the cases treated. In the 7 who re- 


AUGUST 1958 


ceived only vanishing cream, no change in 
the degree of sweating was observed. One of 
these patients had discontinued use of the 
prosthesis because of excoriation of the skin 
of the stump, presumably from maceration 
due to sweating. After one week all patients 
were treated with Prantal with prompt re- 
duction of sweating. In the patient with 
maceration of the skin, healing occurred 
promptly and permitted regular use of a 
prosthesis. 

After one week of treatment, the frequency 
of application was decreased to twice daily, 
and examination one week later revealed 
continued good control of sweating. The fre- 
quency of application was reduced to once 
daily. In most cases this was effective; how- 
ever, some children demonstrated clinically 
a slight increase in perspiration, and in these 
the frequency of application was increased 
to twice daily with satisfactory results. After 
a period of approximately three months the 
application was discontinued. The children 
checked thus far, although small in number, 
now demonstrate sufficient residual inhibition 
of sweating so no evident problems in skin 
care are present. These patients will be seen 
at regular intervals to determine whether this 
effect persists or is only temporary. 

Thus far we have observed no evidence of 
systemic anticholinergic effects. There have 
been no local effects other than reduction 
of perspiration. No children complained of 
discomfort from application of the medica- 
tion, no allergic effects were observed, and 
no local irritation was present. In most cases 
the area of application was about 200 square 
cm. 

Nine adults who complained of excessive 
perspiration were observed. They had no ob- 
vious evidence of this complaint before fit- 
ting, but reported its presence sometime dur- 
ing the first 6 to 10 weeks after fitting. Of 
these patients, 7 were upper extremity am- 
putees and 2 had suction-socket prostheses for 
amputation above the knee. In these two 
sweat production was sufficient, on occasion, 
to permit the socket to slip from the stump. 
All patients were treated with local applica- 
tions of Prantal as described above. In 6 
upper extremity amputees and in both having 
amputation above the knee, prompt and satis- 
factory relief was obtained. In the one upper 
extremity amputee a slight reduction of sweat- 
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ing occurred, but this case was complicated 
by associated vascular deficiency as well as 
injury to the brachial plexus, and termina- 
tion of prosthesis wear was necessary before 
the patient could be studied further. 

In all patients who responded to treatment 
no systemic effects were evident and no com- 
plications were noted. 

Recently we have had the opportunity to 
evaluate Prantal as a 2 or 5% dusting powder. 
Although the study thus far has been limited, 
we found that if it is applied lightly twice 
daily over the area of skin to be covered by 
the prosthetic socket, the powder has ap- 
proximately the same effect as the cream in 
controlling sweating. Seven children and 3 
adults have been treated with the dusting 
powder, and prompt control of excessive 
sweating occurred in all. The period of time 
has been insufficient, however, to permit long- 
term evaluation. There seemed to be little 
difference in effectiveness between the two 
strengths. Two of the three adults were fitted 
with suction-socket prostheses above the knee, 
and here the powder seemed to offer a dis- 
tinct advantage over the cream in that it 
acted, also, as a mild lubricating agent during 
application of the limb. No skin complica- 
tions were noted and no systemic evidence 
of parasympathetic inhibition was evident 
on repeated examination and questioning. 


Summary and Conclusions 


Various methods for controlling excessive 
sweating of amputation stumps are discussed. 
The application of an anticholinergic agent, 
Prantal (diphemanil methylsulfate) as a 2% 
topical cream, is reported in a series of cases. 
Prompt and prolonged control of excessive 
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perspiration resulted. The medication exerts 
a local effect only and provokes no evidence 
of systemic anticholinergic activity. We be- 
lieve that it affords the simplest and most 
consistently effective means available to con- 
trol this complication of prosthetic fitting. 
Prantal as a 2 or 5% dusting powder was 
also used in a limited series and was equally 
effective. No clinical difference between the 
two strengths was observed and no systemic 
effects were noted. Although either method 
of application is successful, the powder may 
be preferable for above the knee amputees 
fitted with suction-socket prostheses since it 
serves as a simple lubricant to ease applica- 
tion of the prosthesis, as well as a means of 
controlling perspiration. Both forms of Pran- 
tal are well tolerated topically by both chil- 
dren and adults. 
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The Clinical Laboratory as a Diagnostic 
Aid to the Ophthalmologist’ 


JAMES N. PATTERSON, M.D... Tampa, 


Fila. 


A clinical pathologist outlines the ways in which laboratory studies help the 


ophthalmologist in diagnosis and thus in treatment. 


Introduction 


Pie CLINICAL LABORATORY has as its main 
function the doing of procedures diagnostic 
for aid in evaluating disease. The examina- 
tion of tissues is also included, and from the 
standpoint of the ophthalmologist this is im- 
portant in the differentiation between benign 
and malignant tumors and in the diagnosis 
ol various inflammatory and degenerative 
diseases. 

In the limited time I will confine my re- 
marks to the studies relevant to the diagnosis 
of inflammatory ophthalmic conditions, and 
especially to the hematologic aspects of eve 
diseases, since this phase has apparently re- 
ceived little attention in your journals. 


Inflammatory Diseases of the External Eye 


Because of its relatively exposed position, 
the conjunctiva is the most common ocular 
component to be affected by inflammation, 
most often of bacterial origin. Thus, the ex- 
amination and culture of conjunctival exu- 
dates constitute the most common diagnostic 
studies. The cornea, although vulnerable, is 
much more resistant to infection than is the 
conjunctiva. By means of smears, stained by 
the Gram and/or Wright-Giemsa_ technics, 
one can usually make a general differential 
diagnosis between bacterial, allergic and viral 
conjunctivitis. In some instances of bacterial 
infections, one can make a more precise dif- 
ferential diagnosis, as when the causative 
agent is the gonococcus, where the morpho- 
logic characteristics are sufficiently distinct 
to allow immediate recognition. However, in 
the vast majority of bacterial infections, one 
must have cultures so the organism can be 
more precisely identified on the basis of the 
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characteristics of the colony, biochemical re- 
actions, as well as immunologic behavior 
where indicated. 

As with cultures of the blood, sputum and 
other tissues or exudates, the material in- 
tended for diagnostic study should be ob- 
tained before any therapeutic agent has been 
given. The obvious reason for this is the hope 
of obtaining vital information not vitiated 
by an adverse effect on the causative organ- 
ism. To withhold medication for a few hours 
after it has once been applied is, at best, a 
poor substitute for obtaining material in an 
unmodified state. 

Assuming that the exudate has been ob- 
tained properly it should be cultured on at 
least two different media, one must be a 
blood agar plate. The nature of the second 
medium will vary depending upon the sus- 
pected organism. The conditions under which 
the culture will be grown will vary also, even 
though most organisms can be isolated better 
under reduced oxygen tension. 

As with the internist treating some general- 
ized or localized systemic infection, so the 
ophthalmologist’s prime interest is to know 
the proper antibiotic to use in a given case. 
Frequently we can give you this valuable 
information before we can identify the actual 
causative organism. This is done simply by 
streaking a blood agar plate with the organ- 
ism isolated in pure culture and by placing 
on the agar surface paper discs which have 
been impregnated individually with the var- 
ious antibiotics; after overnight incubation 
the zones of inhibition are noted. 

The type of organism isolated varies with 
the methods used, the season, whether there 
has been associated trauma, and upon the 
condition of neighboring structures. Gen- 
erally speaking, however, the most common 
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organisms we have isolated have been Staph. 
pyogenes, Str. pyogenes, H. influenzae, Ps. 
aeruginosa and P. vulgaris. The pseudomonas 
organisms are usually found when there has 
been associated trauma; these are the most 
dangerous and destructive organisms. Kera- 
titis has been present in all cases of this type 
which we have cultured. 

Fungal infections of the eye are becoming 
more frequent, due in a large measure to the 
widespread use of ophthalmic solutions and 
ointments containing corticosteroids and 
broad spectrum antibiotics. The tendency for 
the corticosteroids to precipitate out of sus- 
pension, with resulting trauma, makes them 
hazardous because of the attending irritation. 
The broad spectrum antibiotics are notorious 
lor the complicating fungal infections result- 
ing from their use, an example where the 
destruction of the bacterial population works 
to our disadvantage. The offending fungi 
may already be present, as in the lachrymal 
apparatus of some individuals, or may enter 
secondarily from the air, the hands, etc. 
Finally, the irritation resulting from an al- 
lergic reaction to antibiotics or any other drug 
applied locally may pave the way for the 
entrance of fungi. 

Fungi can be identified at least tentatively 
by means of smears from the exudate and by 
the characteristics of the colony. The pre- 
ferred method of testing the pathogenicity of 
fungi is by inoculating susceptible animals. 

When material adequate for direct exami- 
nation and for culture cannot be obtained 
as, for example, in infections deep within the 
eye, the diagnosis must depend upon such 
stratagems as skin tests and an immunologic 
response as demonstrated by complement fixa- 
tion tests, agglutination and precipitin tests. 

For the diagnosis of viral conjunctivitis, the 
examination of exudates or conjunctival 
washings is generally insufficient. The most 
satisfactory preparations are made by spread- 
ing conjunctival scrapings on a glass slide 
and staining with a Romanowsky type stain 
to demonstrate inclusion bodies. In trachoma, 
inclusion blennorrhea, swimming pool con- 
junctivitis and in follicular conjunctivitis, one 
can usually find basophilic inclusions within 
the cytoplasm of the epithelial cells. The dif- 
ferential diagnosis cannot be made from any 
characteristic appearance of the inclusion 
bodies, although when their presence is con- 


sidered with the history and clinical mani- 
lestations, the ophthalmologist will usually 
have no difficulty in arriving at a correct 
diagnosis. Epidemic keratoconjunctivitis is 
thought to be of viral etiology, but no in- 
clusion bodies are found. Here, however, one 
finds neutralizing antibodies in the serum, 
unlike in the other conditions discussed above. 

In viral exanthems such as herpes, vaccinia 
and smallpox, the inclusion bodies are acido- 
philic and are intranuclear. Intranuclear clus- 
ters of coccoid elementary bodies are also 
searched for in trachoma. 

By way of prophylaxis, the conjunctival 
secretions in questionable cases should be cul- 
tured preoperatively, if operation is contem- 
plated, to ascertain whether or not the op- 
erative field is sterile, or at least that few 
bacteria are present. 

Bacterial cultures are frequently indicated 
in chalazions and furuncles, particularly in 


the chronic or recurring types. Here, as well 


as in chronic conjunctivitis, the culture will 
serve not only the functions of aiding in the 
identification of the nature, and enabling one 
to determine the sensitivity of the offending 
organisms, but it also provides the where- 
withal by which to prepare an autogenous 
vaccine, the latter in many instances being 
therapeutically very effective. 

While one usually finds eosinophils in al- 
lergic conjunctivitis, the absence of eosinophils 
does not preclude the possibility of this con- 
dition, since they may be in the subepithelial 
stroma rather than on the surface. 


Inflammatory Processes of the Inner Eye 


Except for those which are secondary to 
traumatic puncture or metastatic from else- 
where, infections involving the inner struc- 
tures of the eye are generally chronic and 
of a granulomatous nature. The diagnosis 
obviously must be made by indirect means, 
for it is only in extremely rare cases that one 
has an opportunity to culture material from 
these lesions. The diagnosis of these condi- 
tions depends for the most part upon im- 
munologic phenomena secondary to tissue re- 
actions. Thus, conditions involving chiefly 
the uveal tract, and less frequently the retina, 
tax the diagnostic acumen of the ophthal- 
mologist, the neurologist, the pathologist and 
other consultants. The relatively more com- 
mon conditions in which these granulomatous 
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lesions are found are,—tuberculosis, toxo- 
plasmosis, sarcoidosis, histoplasmosis, blasto- 
mycosis, actinomycosis, syphilis and nematode 
infestation. The already complex picture is 
frequently further complicated by the fact 
that the eye lesion may not be the result of 
invasion by the offending organism, but rather 
represent an id reaction to the disease process 
elsewhere in the body. 

A detailed presentation of the differential 
diagnosis of these conditions is out of place 
here; therefore, only the more important tests 
will be mentioned. It should be borne in 
mind, however, that in all these conditions 
the history and specific and general physical 
findings are of paramount importance. 

A positive skin test with tuberculin, whether 
with or without a focal eye reaction or gen- 
eral reaction, or with evidence of tuberculosis 
elsewhere in the body is presumptive evidence 
of eye involvement due to tuberculosis even if 
the local clinical picture suggests other cause. 
When tuberculosis is of miliary distribution, 
fluctuation of the leukocyte count in the 
peripheral blood may strengthen the sus- 
picion of the existence of this condition. 

Toxoplasmosis of the eye is best detected 
by one’s awareness of this possibility and by 
means of the Sabin-Feldman methylene blue 
dye test. The toxoplasmin skin test is quite 
analogous to the tuberculin test both in tech- 
nic and interpretation. The complement fixa- 
tion test is only of limited value. For a com- 
prehensive review of the subject I refer you 
to the excellent paper by Forbes.! 

In sarcoidosis the presence of accessible 
lesions elsewhere will frequently aid in classi- 
fying the eye lesions. In this condition the 
PPD. skin test generally gives a negative reac- 
tion. The total serum proteins are usually ele- 
vated and, according to Sunderman and Sun- 
derman,? the serum globulins on electrophor- 
esis will show relative step-like elevations, the 
so-called “sarcoid steps.” 

Histoplasmosis will frequently provide posi- 
tive bone marrow cultures, and the skin test 
is of value in diagnosis as it is also in blasto- 
mycosis. If a draining sinus is present, the 
finding of the organism in smears will clinch 
the diagnosis. In actinomycosis, the finding 
of the characteristic sulfur granules in the 
exudate, if present, will be diagnostic. 

Nematode infestation is seldom diagnosed 
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in vivo; usually the diagnosis is possible only 
after the eye has been enucleated either at 
operation or at autopsy. 


A positive serologic test for syphilis, in the 
presence of clinically compatible eye lesions, 
will strongly suggest this disease as the pri- 
mary process; a positive spinal fluid serologic 
test will strengthen this suspicion. 

Retinal changes are frequently manifesta- 
tions of systemic diseases, especially the meta- 
bolic ones, the most common being diabetes 
mellitus. At times a fasting blood sugar will 
be all that is needed to confirm the impres- 
sion gained on ophthalmoscopic examination. 
A more sensitive indicator is a blood sugar 
level taken two and a half hours after a heavy 
meal; in a normal individual the blood sugar 
will be down to a normal level by this time. 
In other instances the still more sensitive 
glucose tolerance test will be needed. The 
finding of reducing substances in the urine 
is not absolute evidence of diabetes. In fol- 
lowing the effects of therapy in diabetes, blood 
cholesterol and total lipid levels and, in cer- 
tain cases, lipid fractionation are indicated. 


Since the findings in the fundus in arterio- 
sclerosis and in severe renal disease are at 
times practically indistinguishable from that 
seen in diabetes mellitus, a determination ol 
the blood urea nitrogen is indicated. In select- 
ed cases a urea clearance or a creatinine clear- 
ance test may give information not given by 
the BUN. determination; at times a uric acid 
level is indicated. In all cases a careful com- 
plete urine analysis should be done. In lipoid 
nephrosis and in the nephrotic phase of 
chronic glomerulonephritis, the total serum 
proteins, electrophoretic fractionation of the 
serum and determination of serum cholesterol 
frequently give valuable diagnostic informa- 
tion. In these conditions the electrophoretic 
pattern characteristically shows a decrease in 
albumin, a decrease in gamma globulin and 
an elevated beta globulin. 


Although relatively new, the radioactive 
isotope tracer technic has been found of defi- 
nite value in the diagnosis of some ophthalmic 
conditions. The one most commonly used, 
the thyroid. uptake of I'%1, will aid in the 
differential diagnosis of unilateral and bi- 
lateral exophthalmos. This technic supple- 
ments the determination of the serum pro- 
tein bound iodine (PBI) and the BMR. Each 
has its advantages and disadvantages. A more 
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recent laboratory technic is the use of P** in 
the diagnosis and localization of some ocular 
tumors. Though both of these tracer technics 
require expensive and complex equipment, 
as well as highly trained personnel, their use 
unquestionably will be expanded both quali- 
tatively and quantitatively in this field and 
in other fields of medicine. 


Hematologic Aspects of Ophthalmologic 
Importance 


As ophthalmologists you probably devote 
little time to the study of the coagulation 
mechanism and the mechanics of the various 
tests. However, it is important that you 
recognize that the clinical laboratory can be 
of much help especially in those cases where 
delay in the diagnosis of diseases with hemor- 
rhagic manifestations could be disastrous, as 
when the eyes are involved and in the pre- 
operative recognition of a potential bleeder, 
permitting proper preventive therapy. More- 
over, the investigation of this problem may 
unveil underlying systemic disease, whose 
treatment or its lack may mean life or death. 


When the ophthalmologist is confronted 
with an eye condition having hematologic 
implications, the immediate problem is one 
of differential diagnosis, and whether the eye 
manifestations are due purely to local causes 
or whether they result from the general sys- 
temic disorder. Here a carefully taken history 
and thorough physical examination are of 
extreme importance. The one most important 
laboratory examination is the complete blood 
count with a careful study of the blood 
smears. By this alone a diagnosis of thrombo- 
cytopenia or leukemia with secondary 
thrombocytopenia can frequently be made. A 
bone marrow examination is necessary in cer- 
tain cases. 

Of all the conditions which can be related 
to the hematopoietic system or circulating 
blood, hemorrhage is the most alarming. This 
is understandable since spontaneous hemor- 
rhage in, or about the eye may be catastrophic 
to vision. 

The appearance of even small areas of ob- 
\ious or apparent bleeding immediately de- 
mand fine judgment; the questions which 
occur: (1) Are these petechiae secondary to 
capillary fragility or platelet deficiency? (2) 
Are they a manifestation of an allergic re- 
action? (3) Are these embolic? (4) Are these 
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telangiectatic? If they are petechiae the hemor- 
rhagic lesions will be flat and range from 
pinpoint to pinhead in size and will look like 
flea bites. If they are a manifestation of al- 
lergy there will be a zone of erythema and 
edema surrounding each hemorrhagic area. If 
the lesion has a pale center it may be secon- 
dary to embolus as in subacute bacterial en- 
docarditis. If the lesion consists of a red spot 
which blanches on pressure (assuming the 
lesion is accessible for compression) it is prob- 
ably telangiectasia. Frequently, it is not 
enough to categorize the lesions, and one then 
is forced to consider the clotting mechanism 
and the various derangements in any of its 
arbitrary phases. Here it may be well to re- 
view the clotting mechanism in at least a 
superficial way as outlined in figure 1. 

The process of blood coagulation occurs in 
three arbitrary but continuous stages as illus- 
trated in the figure. Normally a clot will form 
within 10 to 20 minutes. 

The initiation of the clotting mechanism 
results from the disruption of platelets with 
the release of the platelet thromboplastic 
factor (PtTF). This factor then combines with 
the plasma factors in the presence of calcium 
ions (Ca++) to form plasma thromboplastin 
(PTP). Then plasma thromboplastin again, 
in the presence of calcium ions, unites with 
prothrombin and the accessory factors to form 
thrombin. Finally, the thrombin unites with 
fibrinogen to form the fibrin clot. 

Excessively prolonged bleeding may occur 
as a result of a deficiency or absence of any 
of the necessary factors or accelerators, or 
due to the presence of an excess of an in- 
hibitor. Disorders in the coagulation mecha- 
nism may be on the basis of congenital de- 
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fects or may be acquired as a manifestation 
of a number of contracted diseases. 

When the deficiency in Stage I is due to 
a decrease or absence of the plasma factor, 
antihemophilic globulin (AHG-Factor VIII), 
the resulting disease is known as classical 
hemophilia. When the decreased or absent 
plasma factor is plasma thromboplastin com- 
ponent (PTC-Factor IX), the disease 
known as Christmas disease. A decrease or 
absence of plasma thromboplastin antecedent 
(PTA-Factor X) is called Rosenthal’s disease. 
Disease ascribed to the detliciency of other 
plasma factors have been reported, but the 
validity of these is still not universally 
accepted. 

When any of the above plasma factors are 
at fault, hemorrhage will probably occur, and 
generally from vessels larger than capillaries, 
and usually following trauma. In all mod- 
erate and severe deficiencies the coagulation 
time will be prolonged. The milder defi- 
ciencies can usually be detected by the more 
sensitive prothrombin consumption test, while 
the most sensitive test of all, the thrombo- 
plastin generation test, may have to be used 
to detect the mildest deficiencies. When pro- 
accelerin (Factor V) and/or proconvertin 
(Factor VIL) are deficient there will be in 
addition, a readily detected defect in Stage 
Il of the clotting mechanism. 

The treatment of any of these deficiency 
states calls for replacement of the missing 
factor, as by fresh whole blood or freshly 
frozen plasma, in the case of classical hemo- 
philia or proaccelerin deficiency. In the hemo- 
philia-like diseases, such as Christmas disease, 
blood bank whole blood, plasma or serum 
will be equally satisfactory. 

Excessive bleeding attributable to the 
platelets may be secondary to one of two de- 
fects in the platelets. The defect may be 
quantitative, with reference to the number ol 
platelets present in the circulation, in which 
case the condition is termed thrombocyto- 
penia. Or there may be a qualitative defect, 
the platelets being numerically normal or in- 
creased, in which they are functionally im- 
paired, the resulting condition known as 
thrombasthenia. 

Thrombocytopenia may be primary (idio- 
pathic), or it may be secondary to some other 
disease such as leukemia, aplastic anemia, or 
myelofibrosis. In any prolonged unexplained 
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thrombocytopenia one must consider the pos- 
sibility of underlying disseminated lupus ery- 
thematosus; a search for L.E. cells is then in- 
dicated. 


Thrombocytopenia can be detected directly 
by a platelet count, or indirectly by a critical 
appraisal of the number of platelets in a 
well-prepared peripheral blood smear as well 
as by the prothrombin consumption and 
thromboplastin generation tests. 

Thrombasthenia is not well understood 
and its incidence appears to be increasing. 
This condition can be detected either by 
means of the prothrombin consumption, or 
better by the thromboplastin generation test. 

In both thrombocytopenia and thrombas- 
thenia there will usually be a prolonged 
bleeding time, but the clotting time will be 
normal. The bleeding associated with these 
conditions is usually from the capillaries. 

The best available treatment in either of 
these conditions consists of the administra- 
tion of corticosteroids in an effort to improve 
capillary integrity. In thrombocytopenia, too, 
it usually brings about an increase in the 
number of circulating platelets. A sple- 
nectomy is indicated in thrombocytopenia 
only if corticosteroid therapy fails. In acute 
episodes of bleeding it may be necessary to 
administer fresh whole blood which pret- 
erably has been collected in a plastic bag. 
platelet-rich plasma, or a_ suspension ol 
platelets. Several different platelet substi- 
tutes, soy-bean phosphatides as an example, 
are being used experimentally in severe 
thrombocytopenia with apparently encourag- 
ing results. 

The presence of a circulating anticoagulant 
of the antithromboplastin type may cause a 
defect in Stage I. This condition is mani- 
fested by a prolongation of the clotting time, 
and can readily be detected by mixing the 
patient’s blood with normal blood and ob- 
serving the increased coagulation time of the 
mixture. The hemorrhagic manifestations in 
this condition may be very severe, and un- 
fortunately there is little to offer by way of 
treatment. The anticoagulant usually appears 
following transfusions and is, therefore, be- 
lieved to be an antigen-antibody reaction. 
Because of this the treatment of choice in 
these cases is the administration of cortico- 
steroids. 


Defects in Stage Il of the clotting mecha- 
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nism may be due to either a deficiency of 
prothrombin, proaccelerin or proconvertin, 
or to the presence of a circulating anticoagu- 
lant of the antithrombin (heparin) type. A 
defect in this stage is usually detected simply 
by performing Quick’s one-stage prothrombin 
time; the prothrombin time in positive cases 
will be prolonged. A prolonged prothrombin 
time is most commonly a result of the ad- 
ministration of dicumarol or related com- 
pounds which decrease chiefly the plasma 
concentration of prothrombin procon- 
vertin. However, it may also be due to a con- 
genital metabolic anomaly or to severe liver 
disease. The specific factor at fault can be 
implicated by means of aged serum which 
contains proconvertin, by alumina-treated or 
by barium sulfate-treated fresh plasma which 
contains proaccelerin, or properly aged 
citrated plasma which contains prothrombin. 
Each of these is added separately in three 
different determinations of the one-stage pro- 
thrombin time test of the patient’s plasma. 
Depending upon which of these preparations 
will cause the prothrombin time to revert 
to normal, the factor at fault can be identi- 
fied. If one then suspects the presence of an 
anticoagulant of the antithrombin (heparin) 
variety, a protamine titration test is per- 
formed. 

If a deficiency of any one or more of the 
factors is severe enough to endanger life, the 
best immediate treatment is the transfusion 
olf whole fresh blood. In less severe cases of 
prothrombin or proconvertin deficiencies, 
parenteral vitamin K or vitamin K-1 oxide is 
administered. In the event that the protamine 
titration test is positive, one can administer 
intravenously either toluidine blue or prota- 
mine. 

In Stage III] one can encounter only one 
deficiency, either a decreased fibrinogen level, 
or complete absence of fibrinogen. Hemor- 
rhagic manifestations in this stage might also 
be secondary to the presence of a fibrinolysin. 
A decreased fibrinogen level will be mani- 
fested by a delay in the formation of a clot, 
and the clot once formed will be reduced in 
volume. In the complete absence of fibrino- 
gen a clot cannot form even if an excess of 
thrombin is added. In the presence of patho- 
logic amounts of fibrinolysin, a clot will 
either not form at all, or once formed it will 
be dissolved prematurely. 
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Any bleeding resulting from a fibrinogen 
deficiency, or due to an excessive quantity 
of fibrinolysin will range from the massive 
to just oozing. Treatment in either condition 
consists of either the administration of whole 
fresh blood or of fibrinogen. In the presence 
of fibrinolysin, the corticosteroids may also 
be of value. 

Not all hemorrhagic tendencies can be at- 
tributed to defects in the clotting mechanism. 
For example, in the absence of any defects 
or excesses of the factors normally associated 
with blood coagulation, there may be bleed- 
ing tendencies in such dysproteinemic states 
as hyperglobulinemia, cryoglobulinemia, 
macroglobulinemia, multiple myeloma and 
amyloidosis. One of the most important mech- 
anisms resulting in hemorrhage in these con- 
ditions is the infiltration of vascular walls 
by these substances, thereby interfering with 
blood vessel contractility. Then, of course, 
there may be an associated thrombocytopenia 
or other modes of interference with the co- 
agulation process so as to augment the bleed- 
ing tendencies. 


These various diseases can be differentiated 
by appropriate laboratory tests. In multiple 
myeloma, for example, the electrophoretic 
partition of the serum proteins will generally 
reveal the pathognomonic abnormal gamma 
or beta globulins as well as the always abnor- 
mal ‘“‘m” globulin when present. 

Particularly in the negro race, the presence 
of sickle (S) hemoglobin, and especially a 
combination of S and C hemoglobin, may be 
responsible for vascular anomalies, bleeding 
and retinitis. The lesions are thought to be 
caused by sickling of the erythrocytes within 
the retinal vessels. Although a simple chemi- 
cal test using sodium metabisulfite is ordi- 
narily sufficient to establish the presence of 
S hemoglobin, the presence of C hemoglobin 
is established only by electrophoretic parti- 
tion as by paper electrophoresis. In the ab- 
sence of an electrophoresis apparatus, a com- 
bination of a positive chemical test for sickling 
and the presence of many target cells on 
peripheral smears is most suggestive of S-C 
clisease. 

To assist in determining the cause of hemor- 
rhagic manifestations anywhere, and_par- 
ticularly in the ocular fundus, we do a battery 
of tests, consisting of a complete blood count, 
sedimentation rate, hematocrit, bleeding time, 
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Rumple-Leede tourniquet test, prothrombin 
time, protamine titration test, blood urea 
nitrogen and blood sugar level determina- 
tions, as well as total serum proteins. When 
indicated other tests such as prothrombin 
consumption, TGT, serum electrophoretic 
pattern, hemoglobin electrophoretic studies, 
bone marrow examination, serum cholesterol, 
and total lipids are carried out. 


Finally, while an attempt has been made 
to acquaint you in the many ways in which 
the clinical laboratory can be of real service 
to you and your patient, time has not per- 
mitted a complete discussion in any one par- 
ticular facet of the clinical laboratory and 
of necessity only the essentials have been 
covered. 
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Discussion (Abstract) 


Dr. Sherman B. Forbes, Tampa, Fla. It is a rare 
privilege to have a pathologist of Dr. Patterson's 
ability address this Section. Due to limitation of time 
he has been forced to cover the various topics at a 
more or less ultrasonic speed. My rather close contact 
with a real scientist of this type has truly been a 
most stimulating and informative experience,—one 
that makes an ophthalmologist or otolaryngologist a 
more fundamental and basic physician with better 
concepts of the various aspects of diagnosis and there- 
fore therapy. 


I would like to briefly cite some illustrative in- 
stances of laboratory aids which to me were rather 
spectacular. 


1. A young woman was seen with a rather dis- 
crete, striped retinal hemorrhage in one eye, with 
negative findings except for a markedly decreased 
platelet count. A diagnosis of thrombocytopenic pur- 
pura was established, which led to splenectomy and 
control of the condition. This was before the days of 
steroid therapy. 
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2. An obese man with recurrent attacks of epi- 
scleritis and without apparent positive findings, had 
a uric acid blood level of 8 mg. %, establishing gout 
as the etiologic factor, and an excellent result with 
colcochine therapy. 


3. A patient with monocular aphakia had received 
considerable beta irradiation for deep vascularization 
of the cornea. He developed a massive necrotizing 
central corneal lesion. The rapid sensitivity test per- 
mitted early and proper antibiotic therapy for the 
dread Pseudomonas infection; with subsequent kerato- 
plasty useful vision was salvaged. 


4. A woman with recurrent retinal, preretinal and 
vitreous bleeding, without any obvious recognizable 
course, was finally found to have a prolonged pro- 
thrombin time and a positive protamine titration 
test indicative of an antithrombin (heparin) in Stage 
Il of the clotting mechanism. On treatment with 
toluidine blue she responded most satisfactorily. 


5. A white man had bilateral aphakia, not im- 
proved to 20/200 in either eye, with exophthalmos 
more in the left eye, much vitreous bleedings in both 
eyes, and hyphemia in the left with secondary. glau- 
coma. A diagnosis of multiple myeloma was estab- 
lished. It was first suspected from the rapid sedimen- 
tation rate of red blood cells and the presence of 
rouleaux formation in peripheral blood smear, and 
finally an increased number of plasma cells in the 
marrow and the characteristic serum electrophoretic 
pattern in which the gamma globulin shows a tall 
narrow contour. 


One could go on with individual cases, but I 
should like to close my discussion with a few words 
written by a distinguished surgeon in our community, 
a past president of our state medical society, Dr. 
David R. Murphey: “The practice of scientific medi- 
cine is not possible without the availability of a 
modern clinical laboratory. It is essential for the 
proper interpretation of these diagnostic aids that the 
various clinical and physical procedures be performed 
with the utmost accuracy. To obtain the maximum 
benefit from a clinical laboratory, the pathologist 
must not only be a didactic scientist, but a clinician 
as well. The Dean of Tampa pathologists, Dr. James 
N. Patterson, more than any individual has enabled 
the profession of this community to render the high 
quality of medical care now enjoyed by its citizens.” 

My own real purpose is to repeat an obvious truism. 
It is well for any specialist or practitioner in medicine 
to frequently call in a good pathologist who is, as a 
rule, a good diagnostician as well as therapist. 


Electroencephalography, Pneumoen- 


cephalography and Cerebral Arteriog- 
raphy in the Diagnosis of 
Cerebrovascular Disease: 


C. D. HAWKES, M.D., and WILLIAM S. OGLE, M.D.,t Memphis, Tenn. 


By the newer diagnostic technics it is possible frequently to both diagnose the type of 
lesion and its location so it may be attacked surgically. 


IN THE PAST FEW YEARS our concepts concern- 
ing cerebrovascular disease have had to be 
changed considerably because of newer knowl- 
edge about its pathogenesis. This has come 
about partly through a heightened interest in 
vascular disease generally, and is a product of 
a good deal of research which has led to the 
conclusion that atherosclerosis is the major 
factor in thrombo-embolic disease, whether it 
involves the vessels of the heart, those of the 
extremities or those of the brain.1:? The most 
radical change in our thinking about cerebro- 
vascular disease, however, has been brought 
about by the development of arteriography. 
Through this medium it has been possible to 
visualize many vascular lesions and to deter- 
mine their true nature.*:+ This more exact 
knowledge of the nature of the lesions has led 
to the development of improved methods of 
treatment. Aneurysms can now be successfully 
ligated, vascular anomalies removed in many 
cases, and even in some instances a thrombus 
removed from a thrombosed internal carotid 
or cerebral artery.?* In other instances, more 
judicious and practical use of anticoagulant 
therapy has been made possible.>-6 

Since cerebrovascular disease is now better 
understood and better methods of treatment 
are available once an exact diagnosis can be 
made, the importance of determining both 
the location and nature of the lesion is clear. 


*Read before the Joint Session of the Southern Electro- 
encephalographic Society and the Section on Neurology and 
Psychiatry, Southern Medical Association, Fifty-First Annual 
Meeting, Miami Beach, Fla., November 11-14, 1957. 

+From the sub-departments of Neurology and Neurological 
Surgery, University of Tennessee College of Medicine, Mem- 
phis, Tenn. 


In order to accomplish this and thereby make 
possible the best treatment, more than ordi- 
nary diagnostic acumen is necessary. It is al- 
most impossible to distinguish clinically, for 
example, some cases of occlusion of a major 
branch of the middle cerebral artery from 
others of carotid thrombosis. The tools 
of electroencephalography, pneumoencepha- 
lography, and cerebral angiography may be 
employed to overcome this difficulty. 


Thrombo-Embolic Cerebrovascular Disease 


Arteriosclerotic plaques with the formation 


FIG. 1 


Formation of an arteriosclerotic plaque in the internal 
carotid artery. This predisposes to a thrombus with eventual 
partial or complete occlusion of the vessel; an embolus 
from the thrombus may occlude an intracranial vessel. 
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FIG. 2 


Occlusion of internal cartoid artery. The left figure shows the usual site of occlusion. On the right, establishment of col- 
lateral circulation through the external carotid branches with a reversed flow through the ophthalmic artery into the 


intracranial portion of the internal carotid artery is seen. 


of mural thrombi may occur in the major 
vessels entering the head, namely the carotid 
and vertebral arteries, or in the basilar artery, 
or in the major cerebral arteries within the 
head itself. It is important to make the dis- 
tinction since anticoagulant therapy may be 
properly employed when the carotid, verte- 
bral or basilar arteries are involved, but may 
be useless or potentially dangerous in infarc- 
tion due to occlusion of major cerebra) 
vessels.!-4-6 

A simple example of this type of cerebro- 
vascular disease is plaque formation within 
the internal carotid artery. This usually oc- 
curs close to its origin, but plaques may be 
visualized further along its course. The plaque 
serves as a site for the formation of a throm- 
bus. A portion of such a thrombus may break 
off to become an embolus to one of the cere- 
bral vessels into which the internal carotid 
artery divides. Such plaques may be visualized 
by arteriography, as shown in figure 1. In this 
case no specific lesion could be demonstrated 
in the intracranial vessels, and this often 


proves to be the case since one of the smaller 
branches may be occluded by the embolus. In 
this particular patient there was awkwardness 
in the use of the opposite side of the body, 
and it was felt that the embolus had involved 
one of the striate branches supplying a por- 
tion of the basal ganglia concerned with the 


EEG in carotid occlusion with accompanying thrombosis of 
posterior cerebral artery. A homonymous hemianopsia and 
loss of the alpha pattern in the corresponding occipital area 
were present. 


FIG. 3 
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extra-pyramidal mechanism. The _ electroen- 
cephalogram in this patient showed no de- 
monstrable abnormality. 

Such formation of plaque and mural 
thrombus within the carotid artery may go on 
to further narrowing or stenosis, or actual oc- 
clusion of the carotid. An example of this is 
shown in figure 2. The internal carotid artery 
can be seen to be cut off completely shortly 
above its origin, and the development of col- 
lateral circulation through the external caro- 
tid artery via reversed flow in the ophthalmic 
artery can be seen. In this case the patient 
had marked but varying impairment of 
strength in the opposite side of the body. He 
also had a homonymous hemianopsia indicat- 
ing accompanying occlusion of the posterior 
cerebral artery on the affected side. The elec- 
troencephalogram (Fig. 3) showed a corre- 
sponding extinction of alpha activity in the 
corresponding occipital region. 

Plaque formation within a single vertebral 
artery, or even occlusion of one vertebral 
artery may not lead to clinical symptoms if 
the corresponding vessel on the opposite side 
is normal. If there is insufficiency of circula- 
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tion to the basilar artery because of patho- 
logic changes in the vertebral artery, the clin- 
ical picture will be similar to that in arterio- 
sclerosis of the basilar artery with partial oc- 
clusion. Involvement of cranial nerves with 
disturbances of pupillary function, extra- 
ocular movements, facial paralysis or diffi- 
culties in chewing and swallowing suggest in- 
volvement of the brain stem. Anticoagulant 
therapy is the treatment of choice in such 
cases.*"® These lesions are not usually visual- 
ized by arteriography, since vertebral angi- 
ography is somewhat difficult to carry out 
and less widely employed than visualization 
of the carotid system. No electroencephalo- 
graphic changes, other than those accompany- 
ing generalized cerebral arteriosclerosis, are 
usually seen in patients with thrombotic dis- 
ease involving the vertebral or basilar arteries. 

While we have learned that all cases of 
cerebral thrombosis do not involve the cere- 
bral arteries proper, a goodly number do rep- 
resent occlusions of the anterior, middle, or 
posterior cerebral arteries or their branches 
In these cases the symptomatology will vary 
with the site at which the circulation is cut 


FIG. 4 
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Occlusion of the middle cerebral artery. Thrombosis has occurred at the branching of the vessel after the perforating branches 
have come off. There was complete aphasia but only mild weakness of the arm. 
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off. If the middle cerebral artery is occluded 
at its point of division after the perforating 
branches have come off, the hemiplegia is apt 
to be less severe. Figure 4 is an example of 
this. This patient had aphasia and some weak- 
ness of the arm, but there was never a severe 
hemiplegia because some of the middle cere- 
bral circulation was spared. Focal changes in 
the electroencephalogram, with slow wave foci 
suggesting the presence of active disease, are 
usually present in cases such as this. Anticoag- 
ulant therapy is advisable to prevent exten- 
sion or recurrence of the process.*® 

A small cerebral embolus or small soften- 
ing due to vascular occlusion or ischemia may 
occur without producing any demonstrable 
change in the arteriogram or pneumoenceph- 
alogram. A patient who demonstrated this 
was a young lawyer who had an attack of 
paroxysmal tachycardia followed by a focal 
seizure and showed corresponding focal ab- 
normality in the electroencephalogram (Fig. 
5). The pneumoencephalogram and _arterio- 
gram in this patient were negative. He had no 
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further clinical difficulty and the abnormal 
discharge seen in the electroencephalogram 
was improved in 10 days and had disappeared 
after 3 months (Fig. 5). 


Generalized Vascular Disease of the Brain 


Arteriosclerotic changes and cardiac and 
renal disease may result in generalized in- 
volvement of the blood vessels of the brain. 
Changes in brain circulation due to meningo- 
vascular syphilis were not uncommon in the 
past, but now central nervous system syphilis 
is rarely seen. Generalized vascular disease of 
the brain may or may not be accompanied by 
focal neurologic deficit. No abnormalities are 
usually seen on arteriography, but sometimes 
plaque formation can be recognized on the 
larger vessels. Pneumoencephalography may 
show an increasing atrophy which may be 
unilateral or bilateral and which may involve 
the brain substance generally or merely the 
cerebral cortex. Figure 6 shows films from two 
pneumoencephalograms made on the same 
patient several vears apart. Asymmetrical en- 


FIG. 5 


Serial 


EEG 


in focal cerebrovascular disease. A small area of cerebral embolism or ischemia may result in focal changes. 
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FIG. 6 


Progressive generalized vascular disease of the brain. Some asymmetrical atrophy is evident in the anteroposterior pneumo- 
encephalogram shown on the left; this has progressed considerably in a 3 year period as shown on the right. Cerebral arteri- 


ograms showed no recognizable lesion of the vessels. 


largement of the ventricles is evident on the 
first film and considerable progression of this 
occurred over the three year period between 
them. The patient has shown progressive de- 
terioration in intellectual function and has 
had convulsive seizures which are difficult to 
control. The arteriograms on either side 
shown in the same figure in anteroposterior 
projection do not demonstrate any gross ab- 
normality. Electroencephalograms have shown 
generalized abnormality for the most part, 
but varying focal changes at different times. 


Other patients with generalized vascular 
disease of the brain may develop focal symp- 
toms due to localized areas of softening. Fig- 
ure 7 shows the pneumoencephalogram of a 
patient with considerable cortical atrophy. 
Nevertheless her presenting complaint was 
weakness and awkwardness in the use of the 
right side of her body very similar to the pa- 
tient described earlier who had diseases of the 
carotid artery. Her electroencephalogram 


showed a slow wave focus in the left temporal 
area. However, no local disease could be dem- 


FIG. 7 


Cortical atrophy. Widening of the cortical subarachnoid 
spaces due to atrophy of the gyri in patient with progres- 
sive deterioration from generalized cerebrovascular disease. 
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FIG. 8 


Aneurysm of the anterior communicating artery. The preoperative film on the left; the postoperative film on the right 
shows clip on the aneurysm. Circulation through the anterior cerebral arteries was preserved. 


onstrated by angiography, either in the caro- 
tid or intracranial vessels. The pneumoen- 
cephalogram was therefore most helpful in 
indicating that we were dealing with a process 
which was primarily generalized in nature. 


Intracranial Aneurysms 


Aneurysms of the intracranial vessels, in- 
cluding the intracranial portion of the inter- 
nal carotid artery, are largely of congenital 
origin, particularly those occurring in the 
young and middle-aged groups. Congenital 
weakness in developing vessel walls appears 
to be responsible for later aneurysmal forma- 
tion and occurs particularly at points of 
branching of vessels. Arteriosclerotic intra- 
cranial aneurysms also occur. These are more 
common in the older age group and appear to 
result from the weakening of vessel walls 
through the formation of an arteriosclerotic 
plaque. Syphilitic and mycotic origin of intra- 
cranial aneurysms, formerly thought to ac- 
count for a significant number of them, prob- 
ably occurs only rarely. About two-thirds of 
intracranial aneurysms occur on the anterior 
portion of the intracranial circulation, name- 
ly on the internal carotid, middle cerebral 
and anterior cerebral arteries. Many such 
lesions can be successfully attacked surgically 
with ligation, trapping, or excision of the 


aneurysm. Since recurrent hemorrhages are 
common and each additional hemorrhage 
carries an additional even chance of death, 
the necessity for definitive treatment wherever 
possible is obvious. If direct attack on the 
aneurysm is not feasible because of its loca- 
tion, or for other technical reasons, then caro- 
tid ligation may be sufficient to reduce the 
load on it and lessen the likelihood of rup- 
ture. Only rarely are aneurysms of the pos- 
terior portions of the intracranial circulation 
suitable for direct attack at the present time. 

Adjunctive methods of surgical treatment 
have greatly reduced the hazard of direct at- 
tack on intracranial aneurysms. Better anes- 
thesia and supportive methods can be supple- 
mented by the use of hypotensive technic to 
reduce the likelihood of bleeding or to avoid 
a fatal hemorrhage if bleeding does occur dur- 
ing the operative procedure. The technic also 
counteracts swelling of the brain and facili- 
tates exposure. Hypothermia may also be em- 
ployed in selected cases where hypotension 
alone may not be sufficient. 


Figure 8 shows pre- and _ postoperative 
arteriograms in a case of aneurysm of the an- 
terior communicating artery. The lesion was 
successfully exposed and ligated by the use of 
tantalum clips. Preservation of circulation to 
the anterior cerebral arteries was possible and 


— 
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FIG. 9 


Cerebrovascular arteriovenous malformation. Lesion is seen in the preoperative film on the left; the postoperative film on the 


right demonstrates its eradication by numerous tantalum clips used to occlude the blood supply. 


a favorable clinical result obtained. Hypoten- 
sive technic was employed in this case. 


Cerebrovascular Arteriovenous Malformations 


Arteriovenous malformations involving the 
cerebral blood vessels are not uncommon. 
Such lesions are usually found after subarach- 
noid hemorrhage has occurred. They may give 


FIG. 


ow 


rise to repeated hemorrhage, but fatal hemor- 
rhage is much less common than in intra- 
cranial aneurysm. 

Cerebrovascular malformations are found 
at other times in the investigation of convul- 
sive disorders, since they are often associated 
with convulsive seizures, usually of a focal 
nature. They may also be found when _per- 


10 


~ 


EEG in the case shown in figure 9. A continual focus of large slow waves over the left temporal area with occasional sharp 


waves but no spikes is demonstrated. 


une 880 
une 
i 
e 
| 
= 
; 


984 SOUTHERN MEDICAL JOURNAL AUGUST 1958 


FIG. 11 venous malformation suitable for surgical 
treatment. Both the pre- and postoperative 
arteriograms are shown. The patient, a young 
woman, had a very severe hemorrhage from 
this lesion and nearly died. She was left with 
intractable headache and focal neurologic 
deficit in the form of mild aphasia. The post- 
operative arteriogram shows the lesion has 
been excised. The patient has been relieved 
of her headache and has essentially recovered 
her speech function. The electroencephalo- 
gram shows focal changes in this patient cor- 
responding to the location of the lesion (Fig. 
10). 

An example of an arteriovenous malforma- 
tion which will be attacked only as a last re- 
sort is shown in figure 11. While at first 


Arteriogram in massive cerebrovascular arteriovenous mal- glance the lesion would appear inoperable, it 
ac is actually fairly well localized to the tem- 

poral area and probably amenable to removal 
forming arteriography for investigation of in- through modern technics. The patient has 
tracranial bruits, or upon carrying out arteri- had intractable convulsive seizures for a num- 
ography for headache suggestive of aneurysm _ ber of years and has been practically incapaci- 
or brain tumor. Many of these lesions are tated by them. Some of these have been severe 
amenable to surgical removal, employing the — psychomotor attacks. The electroencephalo- 
special technics described under intracranial gram shows focal neurologic change; a seizure 
aneurysm. Some of them may be very exten- — occurred during the tracing (Fig. 12). When 
sive covering almost a whole hemisphere, and first seen recently, the patient was having fre- 
it may be technically unfeasible to attack quent seizures but had been told after diag- 
them. However, they are often localized to a nostic study elsewhere that they were of a 
single area of the brain and can be excised. functional nature. The presence of the elec- 
Figure 9 shows an example of an arterio- trographic changes led to an arteriogram 

FIG. 12 


~ 


The EEG shows an irregular pattern with considerable slow activity bilaterally. During hyperventilation a clinical psycho 
motor seizure occurred, preceded by suppression of all cerebral activity and followed by spikes in the left temporal area. 
While there is much muscle activity shown during the seizure discharge, the spike focus was readily identified and led 
to the arteriogram which disclosed the vascular lesion. 
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which disclosed the lesion. Further effort at 
medical control is being made, but because of 
the severe nature of the problem, surgical at- 
tack on this treacherous lesion may have to be 
undertaken if other measures fail. 


Summary and Conclusions 


1. Recent additions to knowledge of the 
pathology and anatomic location of the le- 
sions of cerebrovascular disease indicate that 
their nature and location often cannot be re- 
liably determined from the clinical syndrome. 
This indicates the need for using adjunctive 
methods of diagnosis. Electroencephalography, 
pneumoencephalography and cerebral arteri- 
ography may be employed for this purpose. 

2. The electroencephalogram is not a reli- 
able method in the diagnosis of cerebrovascu- 
lar disease, but may be usefully employed to 
supplement clinical data and to aid in the de- 
cision to proceed with more elaborate meth- 
ods. The presence of a slow wave focus, or a 
spike focus, or generalized changes, or even 
the absence of alteration of the electroenceph- 
alogram, may be helpful in assessing any par- 
ticular cerebrovascular problem at hand, if 
employed intelligently and with a view to its 
limitations. 

3. Pneumoencephalography in cerebrovas- 
cular disease is most useful in demonstrating 
cerebral atrophy or cortical atrophy in gen- 
eralized cerebrovascular disease. It may also 
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reveal the presence of massive vascular lesions 
such as large aneurysms, large arteriovenous 
malformations, and intracerebral or subdural 
clots. 


4. Cerebral arteriography delineates with 
precision the presence of arteriosclerotic 
plaques in the major vessels entering the head 
or the intracranial arteries. It also clearly 
demonstrates the presence of aneurysms and 
arteriovenous malformations, and gives evi- 
dence of the presence of clots following hem- 
orrhage from these conditions. It demon- 
strates occlusions of the major arteries enter- 
ing the head or of the intracranial vessels. It 
will not usually demonstrate small occlusions 
resulting from embolism or thrombosis of 
smaller branches of the major intracranial 
vessels, and neither is generalized disease 
within the smaller cerebral vessels presently 
demonstrable. 
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Sacro-iliac Changes Associated with 
Dysfunction of the Spine: 


HENRY L. FEFFER, M.D., and JOHN P. ADAMS, M.D.,+ Washington, D. C. 


Degenerative changes occur in the sacro-iliac joints as part of the aging process 
and need not necessarily be indicative of disease of the spinal column. 


Introduction 


THE RECOGNITION, some twenty years ago, of 
the significance of radiologic change in the 
sacro-iliac joints as associated with ankylosing 
spondylitis was the first step in the trans- 
ference of interest in this disease from the 
pathologist to the clinician. Even Scott,’ how- 
ever, who may be credited with placing last- 
ing emphasis on this relationship, was puzzled 
by the common absence of symptoms in the 
sacro-iliac region. In spite of this divergence 
between laboratory and clinical data, a col- 
lateral etiology has been ingrained to the 
point where Romanus and Ydén? have re- 
cently proposed “pelvo-spondylitis ossificans” 
as a more appropriate name. Evidence gleaned 
from the literature and from clinical expe- 
rience, however, suggests that these conclu- 
sions have no logical basis; and, on close 
scrutiny, even tend to be illogical. In this 
paper we shall attempt to present the patho- 
dynamics and pathogenesis of sacro-iliac ar- 
thritis in the light of available facts. 


Anatomy 


We are indebted to Sashin,*? who examined 
the sacro-iliac joints at 257 autopsies, and to 
MacDonald and Hunt,* who reported the 
findings from 59 cases, for an excellent ac- 
count of their gross and histologic charac- 
teristics. They describe these joints as auricu- 
lar in shape with curved edges pointing an- 
terior and inferior. The sacral articular sur- 
face is concave and covered with from | to 
t mm. of smooth, glistening, greyish-white 
hyaline cartilage. The iliac surface is convex 
and has only from 0.5 to 2 mm. of bluish, 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Fifty-First Annual 
Meeting, Miami Beach, Fla., November 11-14, 1957. 

tFrom the Department of Surgery (Orthopedic 
The George Washington University School of 
Washington, D. C. 
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dull, striated hyaline cartilage on its surface. 
It is grooved by transverse, radiating lines. 

In the first three decades the sacro-iliac 
joints are truly di-arthrodial, being lined 
with synovial membrane, and moistened with 
joint fluid. Motion, even in a bench vise, is 
insignificant and averages only four degrees. 
It consists of a gliding up and down with 
slight anteroposterior movement. These facts 
suggest to us that this anatomically di- 
arthrodial joint, from the functional point of 
view, is actually a syndesmosis which responds 
to stress and strain by a stretching of the sup- 
porting ligaments. Thus it would react to 
forces from above or below as a deformation 
or derangement rather than through a true 
functional range of motion. 

Beginning in the latter part of the third 
decade, there is a progressive degeneration 
of the articular cartilage and these changes 
occur more rapidly on the ilium. An initial 
disappearance of superficial cartilage is fol- 
lowed by fibrillation, erosion, and eventual 
loss of the deeper structures. Later, as the 
marginal bone hypertrophies and the cap- 
sule becomes fibrotic, there is a trend toward 
fusion as an exaggeration of this degenerative 
process. Collins® aptly terms this tendency 
toward a noninflammatory fibrous ankylosis 
a physiologic event. Ankylosis occurred in 
51°% of the men and 5°, of the women be- 
tween the ages of 30 and 59. Eighty-two per 
cent of the men and 30°% of the women over 
60 had fused sacro-iliac joints. 


Radiologic Findings 


Horwitz and Smith® attempted to correlate 
these postmortem findings with the radiologic 
appearance of the sacro-iliac joints. They 
came to the conclusion that it is impossible to 
determine with certainty if fusion is present 


either by roentgenogram at any angle, or by 
laminogram. Therefore it would be logical to 
assume that similar difficulty exists in the 
radiologic interpretation of a disease process 
which has accelerated these changes. Serial 
roentgenograms of the sacro-iliac joints in a 
case of ankylosing spondylitis show a charac- 
teristic marginal decalcification with a result- 
ant false widening of the joints due to their 
hazy contours. In contrast with this articular 
transparency, subchondral condensation ap- 
pears in the ilium. Similar changes in the 
sacrum usually are more apparent than real, 
due to overlap. Over a period of years the 
joint then narrows, with ankylosis developing 
as this sclerosis gives way to a diffuse osteo- 
porosis. 


Histopathology 


Histologic correlation of these changes with 
the lesion is notable in its absence from the 
literature. Collins’ reported the microscopic 
picture in one case to show “union of the 
two bones, partly by bone and partly by 
fibrous tissue of so bland an appearance that 
it might have represented the normal inter- 
articular ligament had it not been for the 
survival of islets of articular cartilage and the 
irregular advance of ossification from cither 
side.” Cruickshank’ reported the only other 


: biopsy recorded, and noted that a little granu- 
lation tissue was present over the surface of 
the hyaline cartilage but no synovial tissue 
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was seen. Since each of these authors describe 
an advanced lesion, their data have only 
limited value. The findings, however, are not 
unlike those seen in the simple degenerative 
process. 


Correlation of Clinical Data 


Borak® is the only one to have questioned 
the assumed common etiology of the spondy- 
litis and sacro-iliac arthritis in ankylosing 
spondylitis. He suggested that the disease sim- 
ply accelerated the physiologic degenerative 
process. The sacro-iliac joints thus would react 
to the strain of the rigid spine above by 
sclerosis, and would respond to the general- 
ived hyperemia and osteoporosis by ankylosis. 
His highly illuminating paper has remained 
obscure because it was more an exercise in 
philosophy than a work of science. A critical 
analysis of his thesis could be made only along 
two lines of investigation. In the first place, 
were he correct, there should be radiologic 
evidence of similar changes in these joints as- 
sociated with a variety of lesions in the spine 
above. Secondly, a complete histologic study 
of the sacro-iliac joints in various stages of 
ankylosing spondylitis should reveal a funda- 
mental degenerative process rather than an 
inflammatory rheumatoid involvement. The 
latter study is still incomplete and will have 
to be reserved for future presentation. 

Osteitis condensans ilii was first estab- 
lished as a clinical entity by Sicard,® in 1926. 


FIG. 1 


) 
i 
: 
A B Cc 


988 SOUTHERN MEDICAL JOURNAL 


It may be described as a disease peculiar to 
women in whom back pain is associated with 
sclerosis of the ilium subjacent to one or both 
of the sacro-iliac joints. Its etiology has been 
variously attributed to mechanical strain, 
sacro-iliac disease, alterations in these joints 
during pregnancy, urinary tract infection, 
Scheuermann’s disease, and obliterative end- 
arteritis. Baker, Coonrad, Reeves, and Hoyt!® 
considered the process to be a manifestation 
of ankylosing spondylitis. Rendich and Sha- 
piro,'' as well as Shipp and Haggart,'? re- 
ported on the microscopic appearance of 
biopsied specimens. Their findings do not 
vary from those expected in a simple degener- 
ative process. All authors agree that back 
pain is the salient presenting symptom of 
osteitis condensans ilii. There is no mention, 
however, of the mechanism for this implau- 
sible retrograde radiation. It would be far 
more logical to investigate further the cause 
of this back pain, as the reaction in the 
sacro-iliac joints could well be secondary to 
this. 


It is not uncommon to visualize sacro-iliac 
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ankylosis in roentgenograms of paraplegic pa- 
tients. Abramson and Kamberg' postulated 
this phenomenon to be due to alteration in 
calcium metabolism as exemplified by ex- 
treme osteoporosis and frequent vicarious os- 
sifications. 

In 1949, Isaacson and Whitehouse" re- 
ported a review of the roentgenograms of 330 
patients with tuberculous spondylitis. Twenty- 
three of these demonstrated destructive or 
obliterative lesions in a sacro-iliac joint, al- 
though only 4 could be proved tuberculous. 
The unfounded assumption of the presence 
of a low grade pyogenic infection was made. 

Figure | represents the roentgenograms of 
a case of tuberculosis of the fourth and fifth 
dorsal vertebrae. The sacro-iliac condensation 
here certainly is not materially different from 
that associated with more benign etiologic 
factors. These findings might well be de- 
scribed as nonspecific and only secondary to 
the tuberculosis of the spine above. 

Brucellosis of the spine may be confused 
with ankylosing spondylitis due to the sim- 
ilaritv in the sacro-iliac roentgenograms. Fig- 


FIG. 2 
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FIG. 3 


ure 2 represents such a destructive lesion in though symptoms were not referable to this 
the body of the fifth lumbar vertebra with area. This, too, may well be considered a 
prominent sacro-iliac manifestations even reactive phenomenon. 


FIG. 4 


werd 
& 


990 SOUTHERN MEDICAL JOURNAL AUGUST 1958 


FIG. 5, A and B 


Figure 3 demonstrates the roentgenographic sacro-iliac changes visualized are identical 
appearance of the pelvis of a patient with — with those of an early ankylosing spondylitis. 
an inoperable spinal cord ependymoma. The — Subsequent deep radiation therapy was re- 


FIG. 5, C and D 
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FIG. 6, A and B 


| 

sponsible for a complete remission in symp- vic involvement. The findings in this case are 

toms. A roentgenogram taken three years later unique in demonstrating the capacity of the 
demonstrates a similar regression in the pel- — sacro-iliac joints to reverse disease processes. 


FIG. 6, C and D 
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Suspicion of this possibility also has been 
mentioned in the past in connection with 
osteitis condensans ilii since many investiga- 
tors have felt that there is a_ significant 
absence of such lesions on routine roentgeno- 
grams of elderly women. 

Previous illustrations have all embodied 
the possibility of an inflammatory effect on 
the sacro-iliac region. Uncomplicated abnor- 
mal spinal mechanics above, however, also 
seem to influence these vulnerable joints. 
Figure 4 represents cases of idiopathic scoliosis 
resulting in, or coexistent with unequivocal 
iliac sclerosis. One also sees how this same 
scoliosis, when accompanied by senile osteo- 
porosis, seems to stimulate sacro-iliac anky- 
losis. 

These changes also are frequently associated 
with spondylolisthesis. Figure 5 demonstrates 
such a relationship in two male patients, with 
bone atrophy and destruction of the sacro- 
iliac joint as the prominent features. Iliac 
sclerosis, however, appears to be the principal 
reaction to spondylolisthesis in the female 
as illustrated in figure 6. One would also 
expect a long-standing degenerated lumbar 
intervertebral disc to have similar influence 
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on the pelvis. Figure 7 represents the roent- 
genograms in such a situation. 


Conclusion 


We thus see that when our knowledge of 
the sacro-iliac joints is examined in an un- 
biased light, our entire concept of ankylosing 
spondylitis in relation to them may be open 
to review. This could not help but clarify 
some of the confusion which now exists in 
the differential diagnosis of spinal disease. 


Summary 


1. Sacro-iliac arthritis has been considered 
pathognomonic of ankylosing spondylitis in 
spite of the absence of symptoms in_ this 
region. 

2. The sacro-iliac joints tend to undergo 
a spontaneous physiologic degeneration and 
ankylosis. 

3. Osteitis condensans ilii, paraplegia, 
spinal tuberculosis, spinal cord tumor, scolio- 
sis, spondylolisthesis, and degeneration of the 
disc are all shown to be associated with an 
acceleration of this degenerative process. 


4. This is not unlike the picture seen 
in ankylosing spondylitis; therefore, the 


FIG. 7 
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specificity of the sacro-iliac involvement in 
this disease cannot be assumed. 
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Discussion (Abstract) 


Dr. A. H. Weiland, Coral Gables, Fla. We should 
all feel indebted to Drs. Feffer and Adams for calling 
to our attention the fact that such a high percentage 
of sacro-iliac joints fuse spontaneously. I believe that 
the figure they gave in the younger age group was 
spontaneous fusion in 51% and about 80% fusion in 
those of the older age group. 

As I think back on my own experience, it would 
seem that this figure might be a bit high although, 
as they point out, it is exceedingly difficult if not 
impossible to determine when a sacro-iliac joint is 
fused from x-ray findings alone. 

I recall years ago when Dr. Smith-Peterson promul- 
gated his operation for fusion of the sacro-iliac joint, 
and later when Dr. Willis Campbell described his 
surgical procedure to accomplish the same end results. 
That seems to be just a few short years ago, and in 
that period of time our concepts regarding the sacro- 
iliac joint have been very materially changed. I be- 
lieve most of us agree that very few sacro-iliac joints 
are the causative factor in the production of low back 
pain. 
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Primary and Secondary Melanoma 


of 


the Genitourinary Tract* 
BENJAMIN S. ABESHOUSE, M.D.,t Baltimore, Md. 


At intervals detailed reviews are necessary to bring a subject up to date. This is 
such a review which should stand for sometime as a work of reference. 


PRIMARY AND SECONDARY MELANOMAS of the 
genitourinary tract are rare tumors pre- 
senting perplexing problems in diagnosis 
and treatment. The recent advances in uro- 
logic diagnostic methods, the introduction of 
transurethral resection, and the improvement 
in histologic staining technics have resulted 
in the more frequent identification of these 
tumors. 

The purpose of this article is threefold: (1) 
to briefly review the pathology and histology 
of malignant melanoma; (2) to briefly review 
the incidence, symptomatology and treatment 
of primary and secondary melanoma in the 
various parts of the genitourinary tract; and, 
(3) presentation of a case of primary mela- 
noma of the female urethra and 2 cases of 
secondary melanoma of the male bladder. 

Definition 

Considerable confusion prevails regarding 
the terminology and pathogenesis of the pig- 
mented mole and melanoma as indicated by 
the wide variety of descriptive terms em- 
ployed. The benign tumor is usually called 
a pigmented mole, intradermal nevus, or 
neuronevus and its malignant component has 
been variously designated according to,—(a) 
the presence of melanin pigment in the cells, 
i.e, melanoma, nevus carcinoma, (b) the 
cellular pattern, i.e., melanocarcinoma, mela- 
nosarcoma, and (c) the origin, i.e., melano- 
blastoma, melanoepithelioma. The use of the 
generic term, i.e., primary or secondary mela- 
noma, is to be preferred at least until the 
exact pathogenesis of this tumor has been 
clearly established. 


*Read before the Section on Urology, Southern Medical 
Association, Fifty-First Annual Meeting, Miami Beach, Fila., 
November 11-14, 1957. 

+From the Department of Urology, Sinai Hospital, Balti- 
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Pathology 


The chief histologic component of the be- 
nign mole or nevus and the malignant mela- 
noma is the melanocyte, a pigment carrying 
cell which is the melanin-producing, dopa- 
positive, branched cell that appears in the 
basal layer of the epidermis. The nevus cell 
resembles the clear cell of the basal layer and 
appears singly or in groups and then migrates 
into the dermis. The development of a nidus 
of nevus cells in the basal layer at the epi- 
dermodermal junction is known as a junction 
nevus and is regarded as an immature form. 
When all the nevus cells have migrated with- 
in the dermis, it is designated an “intradermal 
nevus” and is regarded as a mature form. The 
intermediate stage wherein some cells are still 
located in the basal layer and others are in 
the dermis is called a “compound nevus.” 


The so-called “blue nevus” does not origi- 
nate from melanocytes but rather from pig- 
mented cells of mesodermal origin and hence 
this tumor, which is blue-black in color, must 
be differentiated from the pigmented mole 
which is brown in color. 


Dr. Sophie Spitz pointed out that during 
childhood the change from junction nevus to 
compound and intradermal nevi may be so 
rapid that not infrequently the erroneous im- 
pression of a malignant melanoma is gathered 
from histologic examination. However, this 
type is designated as juvenile melanoma and 
regarded as a benign lesion except in the 
rarest instances. 

There is no unanimity of opinion regard- 
ing the exact origin of these cells and the 
factors responsible for their transformation 
into malignant cells. Several interesting the- 
ories of origin have been proposed, but only 
two major competitive theories have gained 
recognition, (a) the neural and (b) the epi- 
dermal. The other theories, i.e., chromato- 
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phoric, infectious, and endothelial, have been 
discarded. 

The neural theory of the derivation of the 
common mole and its malignant counterpart, 
the melanoma, was first advanced by Masson! 
and later supported by Foot,? and Laidlaw, 
and others. This theory has gained almost 
universal acceptance. These investigatcrs have 
shown by special staining technics that the 
melanocytes (nonmalignant pigment carrying 
cells of the nevus) are derived from fibro- 
blastic cells in the sensory nerve endings, 
terminal neurofibrillae in Schwann’s sheath 
within Meissner’s corpuscle and in the tactile 
corpuscle of Merkel-Ranvier. These cells are 
found in the deeper layers of the epidermis 
and in the underlying connective tissue of 
the corium. In exceptional circumstances and 
under the influence of some undetermined 
factor or factors, these cells become meta- 
plastic and multiply rapidly with little dif- 
ferentiation. 

‘The staunchest advocate of the epidermal 
origin is Allen* who maintained that a mela- 
noma is derived from the epidermis in the 
form of junctional nevi in a manner analo- 
gous to the transformation of keratosis into 
an epidermal carcinoma. He regarded mela- 
noma as a variant of epithelioma and at- 
tributed its growth to a migratory hyperplasia 
of the melanocytes which are interspersed in 
the basal regenerative or germinal layer of 
the epidermis. He pointed out that these 
melanocytes are also found in the corium 
and ordinarily do not exert any effect on 
the overlying epidermis but on rare occasions 
may undergo hyperplasia and migrate in a 
reverse direction toward the surface. Ewing® 
was of the opinion that melanomas were de- 
rived from the cells in the sensory nerve 
endings, but also believed that the overlying 
epidermis played some role in the malignant 
process. However, Herbut® has aptly pointed 
out that melanoma, unlike tumors of epi- 
thelial origin, are notoriously resistant to ir- 
radiation. 

There is no absolutely dependable correla- 
tion between the clinical appearance of moles 
and their histopathology. However, many der- 
matologists and surgeons have found from 
extensive experience that the sessile and dome- 
shaped lesions, which are smooth, fleshy and 
elevated and vary from skin color to brown 
and frequently are hairy, are predominantly 
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intradermal in type and practically always 
innocuous and rarely undergo malignant de- 
generation. The flat or slightly elevated type 
and the smooth and slightly verrucoid type 
of uniformly pigmented moles are usually of 
the junctional or compound type of nevi and 
possess a definite malignant potential and de- 
serve careful observation. The pigmented nevi 
observed prior to puberty are almost always 
devoid of the risk of malignant degeneration. 
Any pigmented mole which arouses suspicion 
because of some change in size, shape and 
color should be excised. 


The most striking histologic feature of the 
nevus is its unusual slow rate of growth. The 
most striking features of melanoma are hyper- 
chromatism, increase in the size of the nuclei 
and nucleoli, mitotic figures and subepi- 
thelial lymphocytic inflammatory reaction. 
The unique rapidity of growth and the wide- 
spread dissemination of melanomas strongly 
suggest that more than one factor may be 
responsible for the development of malignant 
changes in the melanocytes. The exact nature 
and role of these factors has not been estab- 
lished but one or more of the following 
have been suspected, viz., chronic irritation, 
hormonal imbalance, influence of some un- 
known endogenous or exogenous chemical 
substance on the cellular enzyme, the pigment 
in the cells or the nuclei of the cells. 


The occurrence of primary ocular, adrenal 
and meningeal forms of malignant melanomas 
may be attributed to a metaplasia of neuro- 
epithelial elements derived from the neuro- 
ectoderm of the nervous system which results 
from the primitive dorsal infolding in early 
embryonic life. 


Histology 


The cellular pattern of a melanoma closely 
resembles an epithelioma with its cells ar- 
ranged in sheets, cords, and whorls. The cells 
vary in size and shape and may appear as 
round, oval, polyhedral, spindle-shape, or 
other bizarre forms. The cytoplasm varies 
considerably and is usually eosinophilic. The 
nuclei are usually single and round or oval 
but may be multiple in the giant cells occa- 
sionally observed. Mitoses are rarely seen. The 
amount of pigment within the confines of 
the cell and between the cells is rather pro- 
fuse and tends to obscure the architectural 


pattern. 
The infrequent cases of spindle cell mela- 
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noma may be related to the degree of meta- 
plasia. This phenomenon is in keeping with 
the fact that epidermoid carcinoma and 
adenocarcinoma occasionally exhibit a pre- 
dominance of spindle cell forms to such a 
degree that the carcinoma simulates or is mis- 
taken for a sarcoma. 


It must be borne in mind that a melanocyte, 
the progenitor of a nevus or melanoma, con- 
tains melanogenase which is vitally concerned 
in the intracellular manufacture of the mela- 
nin pigment. The presence of melanogenase 
may be readily demonstrated by the use of 
3-4 dihydroxyphenylalanin (DOPA). A mela- 
nocyte may be pigmented or nonpigmented 
depending on the action of this enzyme upon 
its substrate. Pathologists have long recognized 
that not all the neoplastic cells within a 
melanoma contain this enzyme which may be 
due to the fact that it is partly or completely 
depleted in the fabrication of the pigment, 
and thus may be absent or exists in undetect- 
able traces in rapid growing melanomas. A 
melanocyte should be distinguished from a 
melanophore, which is a chromatophore, a 
nonspecific DOPA negative histiocyte that has 
engulfed granules of melanin. 


There are two histologic technics to de- 
termine the presence of true melanocytes. The 
first is the DOPA reaction originally de- 
scribed by Block for demonstrating the mela- 
nin forming power of melanocyte. The tech- 
nic consists of placing a fresh tissue section 
in a solution of 3-4 dihydroxyphenylalanin. 
The cell is regarded as “DOPA positive” 
when the entire cytoplasm of the active 
melanocyte becomes darkened. The normal 
cells in the various layers of the epidermis 
and chromatophore are “DOPA negative.” 
The second technic employed is the silver 
impregnation method of darkening the exist- 
ing melanin pigment. This test is carried out 
by placing a section of tissue in 2% silver 
nitrate for 2 hours and then treating with a 
cold saturated solution of sodium thiosulfate 
for 2 minutes to remove the excess silver. The 
section is then counterstained with a light 
nuclear stain (carmine) for orientation and 
differentiation. This method is not as specific 
as the former test as it darkens preformed 
melanin which is a natural constituent of 
melanocyte but not of the epithelial cells or 
histiocytes which have absorbed or engulfed 
the pigment. 
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Metastases 


The secondary manifestations of a malig- 
nant melanoma are protean in character as 
the tumor may spread by the following 
methods: (1) by direct extension to surround- 
ing tissues or organs; (2) by lymphatic per- 
meation to the adjacent skin, regional lymph 
nodes or to organs having a common lym- 
phatic drainage system; and, (3) by the blood 


stream to involve practically every organ in 
the body. 


It is difficult to state the exact time re- 
quired for the dissemination of a melanoma. 
Distant metastases may become evident with- 
in 6 months to 2 years after the original 
tumor has begun to exhibit malignant ten- 
dencies. In some cases, the metastases may 
occur or manifest themselves as long as 12 
to 16 years after the removal of the primary 
tumor. Melanomas of the skin and mucous 
membranes are prone to widespread dissemi- 
nation and involve the lungs, heart, brain 
and meninges, liver, intestines, kidney, ad- 
renals, bladder.7* Primary melanoma of the 
eye appear to metastasize more commonly to 
the liver and lungs.® In an occasional case of 
the cutaneous type, the metastases are vir- 
tually limited to serous surfaces as in the 
cases reported by Barnes and King,® and 
Friedman and Lederer.'® 


In cases of generalized melanomatosis and 
of metastases to the kidney, bladder and pros- 
tate, attention is focused on these organs and 
the site of primary tumor is overlooked or 
not detected until postmortem examination. 
In a study of 300 malignant melanomas, 
Melicow!! noted that the primary tumor could 
not be found in 80 cases. 


Incidence 


Melanomas are relatively uncommon com- 
prising only 2% of all malignant tumors of 
the body. About 65% of all melanomas origi- 
nate in the cutaneous surfaces. A review of 
the literature reveals a very low incidence of 
primary and secondary melanomas in the 
various parts of the genitourinary tract (Table 
1). Undoubtedly many more cases have been 
encountered but not reported for different 
reasons. 


1. Adrenals. These glands are rarely the 
site of a primary or secondary melanoma. 
Knisely and Baggenstoss!? collected 11 cases 
of primary melanoma and added one case. 
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Only one other case has been reported sub- 
sequently.'3 Secondary melanomas are also 
pathologic rarities. McWhorter and Cloud® 
reviewed 13,500 autopsies at the Bellevue Hos- 
pital, New York City, and found adrenal 
metastases in 2 of the 9 cases of melanoma. 
Glomset'* observed adrenal metastases in 6 
of 10 melanomas in 4,000 autopsies. I have 
collected 4 additional cases of secondary 
melanoma?®15"17 to bring the total to 12 cases. 

The origin of primary melanomas of the 
adrenal gland is attributed to neuroepithelial 
elements in the neuroectoderm resulting from 
the primitive dorsal infolding. It is generally 
accepted that the tumor cells originate in 
the neuroepithelial cells of medulla rather 
than in the cortex. There also appears to be 
a close chemical relationship between adren- 
alin and melanin as the former is readily 
converted into a melanin like pigment by 
oxidation. 

The primary type of melanoma may be 
manifested as a solitary firm mass of brownish 
or blue-black color which may extend or 
infiltrate into the adjacent tissues. The sec- 
ondary type consists of scattered nodules of 
varying size and brownish blue, purple, or 
black in color. Swan'® reported large white 
metastatic tumors in the adrenals from a 
primary melanoma of the foot. Histologically 
the primary and secondary tumors exhibit 
sheet of spindle cells with coarse brown pig- 
ment within and between the cells. 

There is no characteristic symptom com- 
plex associated with either type of adrenal 
tumor. The most common symptoms asso- 
ciated with a primary tumor are abdominal 


TABLE 1 


MELANOMAS OF THE GENITOURINARY TRACT 
INCLUDING THE AUTHOR'S TWO CASES 


Organ Primary Secondary Cases 

1. Adrenals 13 12 25 

2. Kidneys 20 20 

3. Kidney pelvis 2 2 

4. Ureter 3 38 

5. Bladder $2 $2 

6. Prostate 9 9 

7. Seminal vesicles 2 2 

8. Epididymis 1 1 

9. Testes 1 4 5 

10. Female urethra 19 19 
ll. Male urethra 5 5 
12. Penis 17 1 18 
13. Scrotum 1 1 
56 86 142 
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or lumbar pain, anorexia and cachexia. The 
secondary type is asymptomatic and its pres- 
ence is revealed only by autopsy. 

2. Kidneys. Melanomas of the kidney are 
of the metastatic type and are the result of 
a hematogenous dissemination of tumor cells 
from a distant primary tumor. I'® found only 
11 cases of metastatic melanoma in a series 
of 1,481 cases of metastatic malignant tumors 
of the kidney and have collected 9 additional 
cases.7/10,15,16,18,20°22 The sites of the primary 
melanoma in the 20 cases were the skin in 
16, the orbit in 3, and one in the male urethra. 


The metastatic melanomas of the kidney 
are found in the cortical area and are usually 
small in size, varying from 3 to 8 mm. in 
diameter, but occasionally attain a larger size 
1 to 4 cm. in diameter as in Turner’s*® case. 
The histologic features of these tumor nodules 
are similar to those of secondary nodules 
in other organs. The majority of these sec- 
ondary tumors are associated with a general- 
ized melanomatosis. They are usually asympto- 
matic and consequently are disclosed at 
autopsy. 

Occasionally the metastatic tumor may give 
rise to severe hematuria and perirenal hemor- 
rhage and may demand nephrectomy for re- 
lief.23 In such cases it is not uncommon for 
the physician’s attention to be focused on 
the clinical symptoms produced by the sec- 
ondary tumor, while the primary tumor is 
overlooked or unsuspected. 


Rosenberg** recently reported a case of 
extensive deposition of melanin pigment in 
both kidneys, which occurred in a 55 year 
old man as a result of widespread dissemina- 
tion of a malignant melanoma 9 years after 
the excision of a nevus of the right forearm. 
He designated the renal lesion as a melanuric 
nephrosis, first described by Lubarsch,** who 
stressed the fact that in cases of widespread 
dissemination of melanoma those kidneys not 
involved with metastatic deposits usually 
demonstrated diffuse deposition of melanin 
pigment in glomerular spaces, glomeruli, 
tubules and interstitial tissue. 


3. Kidney Pelvis. Metastatic melanotic 
involvement of the pelvic mucosa is a patho- 
logic curiosity as only 2 cases have been re- 
ported (Fagge*® 1877, Oppenheimer?* 1886). 
These metastases are part of a widespread 
dissemination from a primary cutaneous 
tumor and appear as small, round, purple 
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or blue-black mucosal nodules, varying in 
size from 2 to 3 mm. in diameter. They are 
asymptomatic and their presence is detected 
only at autopsy. 

t. Ureter. The ureter is also a very un- 
common site of metastatic melanomas as only 
3 cases have been reported, i.e., Oppen- 
heimer*? (skin), Kniseley and Baggenstoss'? 
(adrenal) and Corriere®? (skin). They present 
the same pathologic and clinical features as 
metastases in the renal pelvis. 


5. Bladder. ‘The bladder is the most com- 
mon site of metastatic melanomas in the 
genitourinary tract. No case of primary mela- 
noma of the bladder has been reported to 
date. Willis*® collected 16 cases of metastatic 
melanoma of the bladder and noted that the 
diagnosis was made at autopsy in all the early 
cases and at cystoscopy in only 2 cases (Rich- 
ards,*° Kidd?®), 

The rarity of metastatic melanoma of the 
bladder is further substantiated by the fol- 
lowing reports. Dean and Ash*® found one 
case in 5,324 bladder tumors recorded in the 
Bladder Tumor Registry of the American 
Urological Association. Klinger®! reviewed 
5,000 autopsies at the Henry Ford Hospital 
(Detroit) and found not a single case of 
metastatic melanoma in the 24 cases of sec- 
ondary tumors of the bladder. Milner®? en- 
countered only one case of metastatic mela- 
noma in 76 cases of infiltrating carcinoma 
of the bladder treated by transurethral resec- 
tion and implantation of radon. Melicow'! 
reviewed 1,614 bladder tumors in the Squier 
Clinic (Columbia University) and observed 
only one case of metastatic melanoma in 25 
cases of secondary bladder tumors. Ganem 
and Batal** collected 80 cases of secondary 
tumors of the bladder and observed only 18 
cases of metastatic melanomas, including the 
cases reported by Willis and Melicow. I have 
collected 12 additional cases and have added 
2 personal cases to bring the total to 32 cases. 

The site of primary melanoma in the latter 
series were skin 19 cases (including vulva 1, 
penis 1, subungual 1), orbit 4 cases, adrenals 
2 cases, male urethra 2 cases, and ovary, 
jejunum, thyroid, male breast, prostatic 
urethra, | each respectively. Metastatic mela- 
nomas of the bladder vary in size, shape, po- 
sition and number depending upon the mode 
of spread and the duration of the growth in 
the bladder. The solitary type of metastasis 
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is usually associated with widespread hema- 
togenous dissemination from a primary mela- 
noma of the skin. This type may be peduncu- 
lated or sessile, measures 2 to 5 cm. in di- 
ameter and is found on the posterior wall of 
the bladder near the trigone. It is plum or 
blue-black in color and its surface is not in- 
frequently covered with a slough or diffuse 
necrosis. The tissue adjacent to the base of 
the tumor shows definite infiltration. 


The multiple type of metastatic melanoma 
is also associated with a rapid widespread 
hematogenous dissemination of tumor emboli 
from a distant focus in the skin. This type 
is comprised of several small nodules, 5 to 
5 mm. in diameter of a dark brown or blue- 
black color, scattered over various parts of 
the mucosa of the bladder. They do not in- 
volve the trigone or vesical orifice and do 
not appear to be infiltrating. Occasionally 
the multiple tumors are of the papillary 
type.*? 

Metastatic melanomas of the bladder may 
also result from direct extension from a pri- 
mary melanoma of the urethra in the male**** 
and in the female** and are accompanied by 
extensive infiltration of the bladder walls. Oc- 
casionally the latter type of infiltrating tumors 
undergo marked ulceration and perforate the 
bladder walls into the adjacent organs and 
produce a vesico-ileal fistula or a vesicovagi- 
nal fistula.47 The histologic pattern may show 
slight variations in the cellular types and ar- 
rangement. In most instances the cells are 
large, discrete but slightly irregular in shape. 
They may be grouped in solid compact 
masses, in a sheet or cord-like arrangement, 
or assume a pseudoalveolar form. Mitotic 
figures are scant or absent. The amount of 
intracellular pigment varies. In some cases of 
rapid growing metastatic tumors, there is a 
marked irregularity of the cellular pattern 
which may simulate an anaplastic epidermoid 
carcinoma.*! 

The predominating clinical symptom is 
hematuria which may be accompanied by uni- 
nary frequency and dysuria when the tumor 
interferes with proper emptying of the blad- 
der. The most common form of treatment 
employed in the most recent cases is transu- 
rethral resection of the tumor followed by 
intravesical implantation of radium or radon 
seeds and irradiation. This type of therapy 
is palliative rather than curative as the tumor 
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tends to recur in 3 weeks to 6 months. These 
metastatic tumors appear to be radioresistant. 
Segmental resection of a solitary metastases 
has been employed in 2 cases.1%38 The prog- 
nosis is poor as these patients succumb to the 
ravages of general melanomatosis. 


Case 1. J. A. (U. 80943), a 53 year old white mar- 
ried salesman, was admitted to the urologic service of 
Sinai Hospital on January 20, 1956, with painless 
hematuria of 2 days duration; there were no other 
urinary symptoms. Physical examination was negative. 
On January 24, cystoscopy revealed a sessile neoplasm, 
2 by 1 cm. in diameter, dark gray in color with an 
ulcerated surface and indurated margins situated on 
the right lateral wall of the bladder. On January 27 
a segmental resection of the bladder was done by using 
a cutting electrode. The area removed extended 3 
cm. beyond the limit of the growth. 


Pathological report by Dr. Tobias Weinberg was 
metastatic melanoma. Convalescence was uneventful 
prior to discharge from the hospital on February 15. 


On further questioning the patient it was learned 
that he had had a pigmented mole removed from the 
right lumbar region on December 17, 1954, (i.e., 13 
months prior to operation). 


On May 20, 1956, he was readmitted to the hospital 
complaining of hematuria and weakness. Examination 
disclosed marked enlargement of the left axillary 
lymph nodes and moderate enlargement of the left 
anterior and posterior cervical nodes. The liver and 
spleen were markedly enlarged, readily palpable, 
irregular in outline and very firm in consistency. 
Roentgen examination disclosed extensive metastases 
throughout both lungs but no involvement of the 
ribs, long bones or skull. Rectal examination revealed 
a polypoid mass, 1.5 cm. in diameter on the posterior 
rectal wall about 2 cm. above the anal orifice. The 
prostate was enlarged, second degree, and of a stony 
hard consistency throughout. 

On May 22 cystoscopy revealed 4 distinct small 
tumor nodules, varying in size from 0.5 to 1.5 cm. in 
diameter, dark red or purple in color, scattered over 
the posterior wall of the bladder. These tumors were 
removed with a resectoscope and their bases treated 
by extensive electrocoagulation. The pathological re- 
port of the removed tumor tissue was metastatic 
melanoma. 


On June 4 he was transferred to the surgical service 
and the enlarged mass of lymph nodes in the left 
axilla were removed “en bloc.” The wound healed 
per primam. During his stay in the hospital, he 
received specific intravenous chemotherapy (2 injec- 
tions of 80 and 25 mg. of butyl-n-nitrosourethrane) 
with no apparent benefit. He was discharged from 
the hospital on June 13. 


At home his condition became progressively worse 
and he died on July 21, 1956, (6 months after seg- 
mental resection of bladder tumor and 19 months 
after removal of pigmented mole of the lumbar area). 
Autopsy was refused by the family. 


Diagnosis: (1) Primary melanoma of lumbar skin; 
(2) Metastatic melanoma of the bladder; (3) Metastatic 
melanoma of the lungs, liver, spleen and lymph nodes 
of left axilla and cervical region. 
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Case 2. H. G. (U. 103874), a 66 year old white 
married retired merchant, was admitted to the urologic 
service of Sinai Hospital on April 12, 1954, complain- 
ing of dysuria and hematuria of three months du- 
ration. 

For the past 3 months, he had been troubled with 
marked urgency, diurnal frequency (every 30 to 60 
min.), nocturia (6 to 7 times), dysuria, stranguria and 
hematuria. On several occasions in the past 2 months, 
he had retention of urine and required catheteriza- 
tion. He had been given Stilbesterol (3 mg. daily) by 
his family physician for the past 3 weeks because of 
a suspected carcinoma of the prostate. 

The past history disclosed that he had had a 
“pigmented mole” removed from the right forearm 
in March, 1950, but no pathologic study was made 
of the removed tumor, In May, 1953, he developed 
a mass in the right axilla and in the left lumbar 
area. These were excised and were reported as 
metastatic melanomas. Three months later (August, 
1953) he developed two more masses (about 2 in. in 
diameter) in the right shoulder and right lumbar 
areas. These were excised and were reported as 
metastatic melanomas. In January, 1954, he had a 
recurrence of the tumor in the right axilla and a 
wide excision of this mass was performed. This mass 
also was reported as metastatic melanoma of the 
lymph nodes. 

Examination revealed the following positive find- 
ings: (1) hypertensive cardiovascular disease, (2) dia- 
betes mellitus, (3) a palpable angry red mass in the 
right axilla, (4) a firm round ill-defined mass (about 
the size of an adult’s fist) in the left lower quadrant, 
and (5) on rectal examination, a diffusely enlarged 
prostate, with stony hardness and an irregular surface 
of the right lateral lobe of the prostate, and a 
globular enlargement of the left lateral lobe with 
perirectal and perivesical infiltration extending up 
into the base of the bladder on the left and producing 
a “rectal shelf.” 

On April 13 cystoscopy revealed a bladder filled 
with bloody urine and clots. The prostatic urethra 
was elongated and tortuous. The vesical orifice was 
markedly contracted and irregular in outline. On the 
posterior wall of the bladder near the left trigonal 
area there was a large diffuse infiltrating tumor mass, 
reddish brown in color approximately 6 cm. in 
diameter. Cystogram showed the characteristic filling 
defect of an infiltrating neoplasm on the left side of 
the bladder. A transperineal biopsy of the left pros- 
tatic lobe was taken with a Vim-Silverman needle and 
the tissue was reported as melanotic melanoma. 

On April 20, 1954, a transurethral resection of the 
bladder tumor and vesical orifice was performed. Se- 
vere uncontrollable hemorrhage occurred which neces- 
sitated a suprapubic cystotomy and two blood trans- 
fusions. The immediate postoperative reaction was 
good, but 26 hours after operation he suddenly ex- 
pired of acute cardiac failure. Death occurred 4 years 
after excision of melanoma of right forearm. Permis- 
sion for an autopsy was refused by the family. Patho- 
logical report of tissue removed from the prostate and 
bladder was metastatic melanoma. 


Final diagnosis: (1) Primary melanoma of right 
forearm; (2) Metastatic melanoma of right axillary 
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lymph nodes, skin of lumbar area and shoulder, blad- 
der and prostate. 

6. Male Genitalia. There is a paucity of 
case reports of melanoma of the male and 
female genitalia. In 1942, Pack,®® Lenson and 
Gerber*® studied the regional distribution of 
moles and melanomas in a series of 1,000 
patients with 14,609 nevi, and found only 14 
cases (0.1%) on the skin of genitalia in both 
males and females and only 35 cases (2.8%) 
in 1,222 melanomas. In 1953, Allen and Spitz*! 
reviewed the statistics of the Memorial Hos- 
pital (New York City) and found only 4 
cases (0.4%) of melanomas of the male geni- 
talia (penis and scrotum) in a series of 934 
melanomas. 

Penis. Melanomas of the penis are usually 
of the primary type and occur between the 
ages of 33 to 78 years. In 1924, Joelson*? col- 
lected 8 cases and subsequent cases have been 
reported by Colby,4* Wheelock and Clark,* 
Harrison,'* Roberts,#®° Dean,#® MacDermott 
and Kennedy,*? Stejan** and Reid,*® bringing 
the total to 17 cases. It is interesting to note 
that Wheelock and Clark found only 2 pri- 
mary melanomas of the penis in 2,822 au- 
topsies and 59,793 surgical specimens, and 
in the same series there were 31 squamous 
cell carcinomas of the penis. Thus, in the 
latter series, carcinomas were 15 times more 
common than melanomas. 


In 1956, Pacquin and Roland®® collécted 
55 cases of the different types of metastatic 
malignant tumors of the penis and added 9 
additional cases, but encountered only one 
case of metastatic involvement of the corpora 
cavernosa secondary to a melanoma of the 
thigh. 

The primary melanoma usually appears as 
a penile sore, papule or mass (1 to 3 cm. in 
diameter) on the glans. Occasionally the 
tumor appears to originate at or within the 
external urethra and protrudes through the 
orifice.*® The lesion may be present for sev- 
eral years before an accurate diagnosis is 
made and treatment is instituted. The sur- 
face of the tumor may be ulcerated or cauli- 
flower-like with red, firm margins. The cut 
surface reveals a soft moist glistening appear- 
ance. The tumor extends into the adjacent 
corpora cavernosa for a distance of 2 to 3 
cm. and spreads by the lymphatics to the 
inguinal nodes and by the blood stream to 
the lungs and other distant organs and tis- 
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sues. In Reid’s case, the tumor recurred locally 
six times following excision and irradiation. 
Metastases occur relatively early in the course 
of the disease in 11 of the 17 cases. No 
metastases were present in 3 cases.*344.51 In 
Miner’s case** the liver was the only site of 
metastases. In an occasional case the primary 
tumor had the appearance of a papilloma 
and was removed without suspecting it was 
a melanoma. 


The histologic pattern is similar to that 
of other primary melanoma and the identi- 
fication is confirmed by demonstrating the 
presence of brown or black pigment in the 
cytoplasm of the tumor cells. 

The diagnosis is made by biopsy. ‘The treat- 
ment is amputation of the penis and excision 
of the bilateral inguinal nodes supplemented 
by extensive irradiation. Although the prog- 
nosis is usually poor and death ensues within 
1 to 3 years, Wheelock and Clark reported 
one patient living and well 10 years after 
operation. Reid’s patient died 10 years after 
first operation and had metastases to lungs 
and left inguinal nodes. 

Scrotum. Primary melanoma of the scrotum 
is extremely rare. I could only find one case 
reported by Higgins and Warden.*? The pa- 
tient was 43 years old and had a red papule 
(0.5 cm. in diameter) which was treated by 
excision, removal of the bilateral inguinal 
nodes and deep irradiation with no recur- 
rence after 18 years. 

7. Female Genitalia. Allen and Spitz*! 
observed that there was a selective tendency 
for superficial melanoma to occur in the fe- 
male genitalia which makes up only 1% of 
the total body surface. They encountered 34 
cases (3.7%) involving the female genitalia 
in a series of 934 cases of melanomas. Of the 
33 cases of melanomas of the skin and mucous 
membrane, which comprised 9.0% of 362 
histologically confirmed melanomas, 6 (18%) 
occurred in the mucous membrane of the 
female genitalia. Taussig®* encountered only 
4 melanomas in 155 cases of vulvar malig- 
nancy. Watson and Gusberg®> found only 2 
in 30 cases of vulvar malignancy. 

The medical profession has been slow to 
realize that nevi of the female genitalia ex- 
hibit a great tendency to become malignant. 
The earliest signs are slight bleeding or a 
serosanguineous discharge. Melanomas of the 
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female genitalia (vulva, vagina) are seldom 
accompanied by urinary disturbances unless 
the tumor extends into the vagina or urethra, 
or an antecedent or co-existent bladder dys- 
function exists. The diagnosis is made by 
biopsy. Melanoma of the vulva, external 
urethral orifice, introitus or vagina are prone 
to metastasize into the vagina and cervix 
because of closely integrated lymphatic 
systems. 

Treatment consists of radical excision of 
the involved and adjacent organs combined 
with excision of the regional lymph nodes 
followed by intensive postoperative irradia- 
tion. The results of such therapy have been 
far from satisfactory. 


The author has not attempted to collect 
the reported cases of melanoma of the female 
genitalia as these cases belong to the domain 
of gynecology. However, one gains the im- 
pression that the total number of cases is 
relatively small. Not a single case is recorded 
in the files of Sinai Hospital which has a 
very active gynecologic service. Ten of the 
leading gynecologists in Baltimore have not 
encountered a single case in more than 20 
to 35 years of practice. 


8. Female Urethra. Primary melanoma 
of the female urethra is also a rare pathologic 
entity. Long and associates®® collected 11 cases 
and added 3 cases from the Mayo Clinic. 
These investigators encountered 77 cases of 
primary carcinoma of the female urethra in 
700,000 female admissions to the clinic be- 
tween 1907 and 1945; a ratio of 25 carci- 
nomas to one melanoma. Subsequent reports 
of new cases have been made by Savran and 
associates,°? Abrams,®8 McBurney and Bale®® 
and Lemburg.®° My case reported herein 
brings the total to 19 cases. This series does 
not include Wheelock’s®? case of a metastatic 
melanoma of the bladder which had involve- 
ment of the urethra and probably originated 
in this organ. The youngest patient was 32 
years old®! and the oldest 78 years;5® the ma- 
jority occurred in the sixth decade. 


The tumor was situated in the meatal por- 
tion in 15 cases, distal urethra 2 cases, and 
undetermined or not specified in 2 cases. 
Those tumors located at or near the urethral 
meatus appeared as a small red pedunculated 
mass which varied in size from 0.5 to 1 cm. 
in diameter, occasionally had a_ papillary 
structure and not infrequently protruded 
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through the meatus. Those originating in the 
distal portion of the urethra were either flat, 
elevated or cauliflower in shape, varying from 
1 to 5 cm. in diameter, and of black or 
purplish color. The surface of each type of 
tumor is often moist and occasionally ul- 
cerated. The histologic picture is similar to 
that of other primary melanoma. 

The characteristic symptoms are the pres- 
ence of a palpable tumor mass accompanied 
by bloody or serosanguineous urethral or 
vaginal discharge possessing a foul odor. Uri- 
nary frequency, urgency and dysuria may also 
be prominent symptoms but acute retention 
is uncommon or absent as urethral occlusion 
is rarely observed. 


The tumor may be present for | to 36 
months with a minimum degree of discomfort 
and symptoms at the onset, and marked ag- 
gravation and exacerbation of symptoms in 
the later months before the patient seeks aid. 
The diagnosis is made by gross inspection 
and biopsy. In one case the histologic report 
of the meatal tumor was carcinoma, but the 
true diagnosis was made 18 months later when 
an excised inguinal node revealed a mela- 
noma.5® A melanoma at or near the urethral 
meatus must be differentiated from an 
urethral caruncle, a prolapse of urethral mu- 
cosa, a pedunculated polyp and a chancre. 
Those situated in the distal urethra may be 
easily confused with other primary malignant 
tumors and secondary carcinomatous exten- 
sion from the bladder, vagina, or cervix. 

The treatment consists of radical excision 
of the urethra and inguinal lymph nodes fol- 
lowed by intensive irradiation. Radical sur- 
gery is not always feasible nor practical in 
cases with extensive infiltration of the ad- 
jacent tissues and organs. In such cases, di- 
version of the urinary stream by cystotomy, 
cutaneous ureterostomy or ureterosigmoid- 
ostomy must be employed as a palliative pro- 
cedure. Removal of the inguinal and iliac 
glands and intervening lymphatics has been 
deemed advisable by Handley,®? Pack®® and 
others in the early cases and those amenable 
to radical surgery. Electrocoagulation alone 
has proved inadequate. Newell and Schriv- 
ener®’ removed an anterior urethral tumor 
10 times (by cautery 5 times, implantation of 
radium 4 times and deep roentgenotherapy 
once), and in each instance the tumor re- 
curred within 2 to 3 months. The prognosis 


> 

) 

) 

. 

A 

e 


1002 


is uniformly poor due to early recurrence and 
widespread metastases. 


Case 3. E. K. G. (U. 105699), a 60 year old white 
married housewife, was admitted to Sinai Hospital on 
March 24, 1956, by Dr. I. Scherlis complaining of 
hematuria and dysuria. She had an abdominal hyster- 
ectomy at the age of 32 years and meningitis at 46 
years, with no serious sequela following the latter. 

On June 26, 1953, a small, round, yellowish-brown, 
oval tumor measuring 1.5 by 1 by 0.5 cm. and pro- 
jecting from the lower lip of the external meatus 
was removed by electrocoagulation by a gynecologist, 
whose clinical diagnosis was urethral caruncle but the 
pathologic diagnosis was malignant melanoma. En- 
doscopy and cystoscopy at that time revealed no fur- 
ther involvement of the urethra or bladder. 

Three months later (Sept. 12, 1953) hematuria oc- 
curred and examination disclosed no evidence of a 
local recurrence at or near the urethra. Cystoscopy 
revealed a small, round, dark brown tumor (0.5 cm. 
in diameter) on the right posterolateral wall of the 
bladder which was treated by electrocoagulation. In 
December, 1953, cystoscopy disclosed a recurrence of 
the tumor at the same site in the bladder which was 
treated again by electrocoagulation. In the following 
3 months she received two intravesical radium treat- 
ments and extensive irradiation over the entire lower 
abdomen with marked relief of the suprapubic dis- 
comfort and urinary frequency until November, 1955, 
when the symptoms recurred. She was then admitted 
to another hospital for intravenous therapy with a 
new anticarcinogenic drug but obtained no relief. 

She was readmitted to Sinai Hospital on March 24, 
1956, because of recurrent hematuria and persistent 
urinary difficulties. Examination disclosed a firm 
mass, about the size of an adult fist, in the suprapubic 
area. Vaginal examination revealed marked infiltra- 
tion of the entire urethra and posterior bladder wall. 
On March 27, 1956, cystoscopy showed a large ul- 
cerated tumor mass involving the entire posterior wall 
of the bladder. Transurethral resection of the tumor 
mass was performed. The pathological report (Dr. T. 
Weinberg) was recurrent melanoma with extensive 
ulceration and necrosis. 


On April 2, 1956, both ureters were transplanted 
into the sigmoid. Convalescence was uneventful and 
she was discharged from the hospital on April 17. At 
home her course was progressively “downhill” and 
she died on June 12, 1956, 3 years after removal 
of the primary tumor. Autopsy was refused by the 
family. 


Final diagnosis was: (a) primary melanoma of the 
female urethra, and (b) metastatic melanoma of the 
bladder. 

9. Male Urethra. Primary melanoma of 
the male urethra is a rare lesion. I have col- 
lected only 5 genuine cases, viz., Frick and 
Hall® (penoscrotal portion), Albrecht'® (pros- 
tatic urethra), Campbell and Fein® (peno- 
scrotal portion), McKenna* (meatal portion), 
and Shih®* (meatal portion). Berry and 
Reese** have reported a case of supposedly 
primary melanoma of the prostate with sec- 
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ondary involvement of the bladder, but care- 
ful study of this case leads one to believe the 
tumor originated in the prostatic urethra in- 
stead of the prostate gland. Because of the 
meager pathologic details one hesitates to ac- 
cept as a true case of primary melanoma of 
the prostatic urethra. 


As indicated above, melanomas may occur 
in any portion of the male urethra. This 
tumor may be flat, elevated or papillary and 
is usually sharply circumscribed but may pre- 
sent rolled up margins. The surface of the 
tumor is moist or granular, and occasionally 
ulcerated. It possesses a purple or bluish black 
color. Tumors arising in the anterior and 
penile portions of the urethra usually spread 
by direct extension from the urethral mucosa 
into the corpora cavernosa which imparts a 
firm indurated or cartilagenous consistency to 
the tumor area. Tumors originating in the 
prostatic urethra invade the prostate and 
bladder. All urethral melanomas also spread 
by lymphatics to the inguinal and iliac nodes 
and by the blood stream to the lungs and 
other distant organs. The histologic picture 
of primary urethral melanoma show no un- 
usual or different features than in other pri- 
mary melanoma. 


The most prominent symptoms are a 
palpable tumor mass and urinary symptoms. 
The latter include frequency, urgency, dys- 
uria, weak stream due to encroachment upon 
the urethral lumen. Urinary retention may 
occur in the late stages of the disease. 


The treatment for tumors in the anterior 
or penile urethra is amputation of the penis 
combined with removal of the inguinal lymph 
nodes and followed by intensive irradiation. 
Tumors originating in the perineal or pros- 
tatic urethra may be treated by radical peri- 
neal prostatectomy providing the tumor has 
not infiltrated the bladder. The prognosis is 
poor as the patients usually have spread by 
direct extension into adjacent structures and 
by blood stream to distant organs prior to 
their first consultation or examination. Shih 
described a case of ulcerative melanoma at 
the external meatus in a 70 year old Chinese 
man, which was treated by amputation and 
irradiation of the inguinal areas and the pa- 
tient was in good health 2 years after op- 
eration. 


10. Prostate. The prostate is rarely the 


site of secondary or metastatic neoplasms, 


; 
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particularly the melanotic type. In a series 
of 435 autopsies of patients dying of various 
types of malignant tumors, Friedman and 
Lederer! found only one case of metastatic 
tumor of the prostate, secondary to melanoma 
of the skin. 


I have collected only 9 cases of metastatic 
melanoma of the prostate,7-10.12,26,35,86,67 and 
have added a personal case (Case 2). The 
primary site was the skin in 7 cases, prostatic 
urethra in one case, and adrenal gland in one 
case. From an embryologic and _ histologic 
standpoint it is extremely unlikely that a 
primary melanoma could occur within the 
substance of the prostatic gland, but on the 
contrary a primary tumor in this area prob- 
ably originates in the mucosa of the prostatic 
urethra and then extends into the prostate 
gland and bladder. I believe that such was 
the circumstance in the so-called primary 
melanoma of the prostate reported by Berry 
and Reese.%¢ 


The diagnosis of metastatic melanoma of 
the prostate is usually made at autopsy. In 
an occasional case the tumor infiltrates the 
prostate gland, or invades the bladder and 
causes hematuria and other urinary symp- 
toms, as frequency, urgency, dysuria, and a 
weak stream. In Berry’s case, attention was 
focused on the bladder lesion and treatment 
consisted of successive suprapubic cystotomy 
with biopsy, bilateral cutaneous ureterostomy 
and cystoprostatectomy. Metastases occurred 
in the skin around the right ureterostomy 7 
months after last operation and in the right 
rectus muscle one year later. Lowsley** em- 
ployed a radical perineal prostatectomy for 
metastatic tumor of the prostatic urethra and 
prostate secondary to a primary melanoma 
in the skin of the deltoid area. The prognosis 
is uniformly poor in the operative or non- 
operative cases as the patients quickly suc- 
cumb to widespread metastases. 

11. Seminal Vesicles. These organs are 
very rarely the site of metastatic melanoma. 
I have found only 2 cases wherein the in- 
volvement of the seminal vesicles resulted 
from extension and infiltration of a secondary 
melanoma of the prostate or bladder.*%.3¢ Jt 
is possible that the condition may occur also 
as a result of widespread dissemination of any 
primary melanoma and be manifested as small 
discrete tumors which are asymptomatic and 
easily overlooked during physical examination 
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or at autopsy. In the case reported by Berry 
and Reese,®® metastases were found at autopsy 
in the lungs, skin, mediastinum, heart, liver, 
para-aortic nodes, bladder and left seminal 
vesicle. 

12. Testes. The testes are very rarely the 
site of a primary or secondary melanoma. 
Only one case of primary melanoma of the 
testes has been found, reported by Coley and 
Hoguet® in which its testicular origin was 
not clearly established. There were only 4 
metastatic melanomas of the testes in the 
literature, 3 being secondary to melanoma of 
the skin,7*7 and one case secondary to an 
orbital melanoma.® 


These tumors are usually found at autopsy 
as small discrete nodules resulting from wide- 
spread hematogenous dissemination from a 
distant primary tumor. In the so-called pri- 
mary tumor reported by Coley and Hoguet™ 
(Case 8), there was an enlarged testicular mass 
on the left side in a 29 year old man and 
required orchidectomy. The histologic fea- 
tures are the same as in other metastatic mela- 
nomas elsewhere in the body. 

13. Epididymis. Only one reported case 
of metastatic melanoma of the epididymis was 
found. This was a case of generalized mela- 
nomatosis with particular involvement of 
serous surfaces including the epididymis, re- 
ported by Barnes and King.® 


Conclusions 


A review of the literature and personal ex- 
perience with 2 cases of malignant melanomas 
of the genitourinary tract,—a primary tumor 
of the female urethra and a secondary tumor 
of the bladder, warrant the following con- 
clusions. 

1. Primary and secondary malignant mela- 
nomas are rare tumors of the genitourinary 
tract. 

2. The primary type occurs in the female 
urethra, penis, adrenal glands, male urethra 
and scrotum in the given order of frequency. 
With the exception of the adrenal type, these 
tumors usually originate in a pre-existing pig- 
mented mole or nevus of the skin, or mucous 
membrane of the involved organ and may 
be so insignificant and asymptomatic as to 
escape detection. These tumors manifest a 
very high grade of malignancy and have a 
rapid fatal course due to widespread me- 


)- 


1004 


tastases resulting from local extension, lym- 
phatic permeation and hematogenous dissemi- 
nation. 

3. The secondary type occurs most com- 
monly in the bladder, and next in order of 
frequency are the kidneys, adrenals, prostate, 
testes, ureter, kidney pelvis, seminal vesicles 
and epididymis. These tumors are also rapid 
growing, tend to recur following conservative 
or radical surgery and do not respond to in- 
tensive irradiation. 

4. There is an apparent need for further 
research in the etiology and pathogenesis of 
the tumor and for improvement and simplifi- 
cation of our present diagnostic methods, i.e., 
histologic and biopsy technic, early cystoscopic 
studies and adequate roentgen examinations, 
which may change the present unsatisfactory 
therapeutic methods and improve the long- 
range results. 


5. Early recognition of the exact nature of 
these tumors and the institution of prompt 
radical surgery offer the best hopes. Complete 
radical operation with removal of the regional 
lymph nodes in one or two stages appears to 
be the procedure of choice in suitable cases. 

6. The operability of these tumors is de- 
pendent upon a careful examination to de- 
termine local extension, adequate roentgen 
studies to exclude pulmonary metastases and 
urologic study to exclude genitourinary me- 
tastases. 

7. Intensive irradiation has been used to 
supplement radical surgery but its therapeutic 
value is doubtful for its effect appears to be 
more palliative than curative. 

8. Prophylaxis or preventive therapy is of 
great value and implies early removal of any 
pigmented mole on the trunk, lower extremi- 
ties and in or about the genitalia in both 
sexes before malignant changes are mani- 
fested. 

9. Excision of a pigmented mole should 
be performed with meticulous care, avoiding 
squeezing and trauma, and should include 
the entire thickness of skin or mucous mem- 
brane with a healthy margin of at least one 
centimeter on all sides. Surgical excision 
with a knife is the method of choice over 
electrocautery. Incomplete removal with a 
knife or electrocautery may be followed by 
early recurrence or malignant changes at a 
later date. 
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Discussion (Abstract) 


Dr. Milton M. Coplan, Miami, Fla. 1 am sure you 
will agree that Dr. Abeshouse has presented a most 
interesting discussion of an important subject, and 
has done so in a manner of absolute thoroughness so 
characteristic of his every endeavor. On the many 
occasions that it has been my privilege to hear him 
speak before a urologic group, I have been most 
sympathetic toward the persons assigned to discuss 
his remarks, since he covers the subject so completely 
and so rationally that little is left to be said and 
rarely is there occasion for controversy. Now I find 
myself in this unenviable position and only hope a 
few of you will show a bit of sympathy for me. 

Seriously, I should like to admonish each of you 
to watch for the publication of Dr. Abeshouse’s paper 
in its entirety, to get the full benefit of it, since the 
time alloted this morning permitted hardly more than 
an abstract of the subject. 
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The author refers to the comparative rarity of 
malignant melanoma, both primary and secondary 
types. In 32 years of urologic practice, I have seen 
but one case and therefore I can add little from 
personal experience to the discussion of the subject. 
However, by re-emphasizing some of the points he 
has brought out, and by asking some questions, I 
may be able to impress his remarks more indelibly 
upon you. 

Perhaps we have all failed to diagnose such tumors 
because of inadequate staining methods of the biopsy 
specimens. In his discussion of the histologic features 
of melanoma the essayist described a very definite 
procedure for obtaining the best results in bringing 
out the characteristic features of the tumor. 

May I also, for emphasis, call to your attention 
his tabulation of the 140 cases of malignant melanoma 
which he has collected from the literature and to 
which he has added his own 2 cases. He has grouped 
these cases anatomically on the basis of primary and 
secondary occurrence, and it is of interest that in 
only 3 areas of the entire genitourinary tract have 
both primary and secondary malignant melanomas 
been found,—the adrenal glands, the testes and the 
penis. Of the 18 penile melanoma, only one was 
considered of secondary invasion, while of 5 testicular 
melanoma only one was a primary tumor, an observa- 
tion worthy of note. Further analysis of his tabulation 
shows another interesting feature of the behavior of 
these tumors. Why is it that of all the tumors found 
in the so-called exterior genitourinary organs (the 
male and female urethra, penis and scrotum), all but 
one of the diagnosed tumors was of primary origin, 
whereas in the so-called interior genitourinary organs 
(kidneys, kidney pelvis, ureter, bladder, prostate, 
seminal vesicles, epididymis and testes) the reverse was 
true, in that every tumor reported, except one pri- 
mary testicular tumor, has been a tumor of secondary 
or metastatic origin? Is there something specific in 
cellular composition of these various organs com- 
prising the genitourinary tract that either invites or 
opposes the development of melanoma within them- 
selves? Also, you must have focused attention on the 
author’s figures regarding the frequency of both pri- 
mary and secondary melanoma in the adrenal glands. 
Of the 25 cases accumulated from the literature, 13 
were of primary and 12 of secondary origin, an 
almost equal distribution. 

I wonder if the author agrees with me that all too 
often we urologists may be overlooking very carly 
melanomatous changes of the tissues at the female 
urethral meatus by casually diagnosing what appears 
to be a simple protrusion of mucosa through the 
meatal lips as urethral caruncle, and then in the same 
unconcerned manner proceed to destroy it by electro- 
coagulation without removing any of the tissue for 
biopsy. 

In closing, 1 should like to ask Dr. Abeshouse sev- 
eral questions purely for clarification or information. 
First, he makes the statement repeatedly that these 
tumors are usually quite radioresistant, and then he 
advises extensive radiation therapy as a supplemental 
therapeutic measure to surgery for possible cure. So 
I would like to know, does he use the term “radiation 
therapy” to cover only radium and x-ray emanation 


to the tissue and, if so, would he consider cobalt, 
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irradiated gold or irradiated zinc therapy as offering 
more promise of cure? 

Secondly, what are his reasons for recommending 
the use of the cold knife rather than electrocautery 
for excision of the pigmented mole? 


Dr. F. K. Mostolfi, Washington, D. C. In another 
one of his many classic contributions to medicine 
in general and urology in particular, Dr. Abeshouse 
has reviewed the problem of melanomas of the urinary 
tract. His careful and comprehensive review of the 
pathology, histology and histogenesis of melanoma 
forms a valuable summary of the present-day knowl- 
edge of this disease. Although the actual incidence 
of this tumor in genitourinary tract is rather low, 
the general incidence of melanoma and the unusual 
behavior of the tumor most certainly deserve atten- 
tion. 


I have little to add to Dr. Abeshouse’s excellent 
discussion of primary vs. secondary melanoma, or the 
bizarre behavior of melanoma which may remain dor- 
mant for many years after the primary is removed, 
then suddenly spread like wildfire. 

Dr. Abeshouse has reported a case of primary mela- 
noma of female urethra and 2 cases of secondary 
melanoma of male bladder. Review of the material 
in the Registry reveals 4 cases reported to the Registry 
as primary melanomas involving the genitourinary 
tract. Two of these involve the bladder, and 2 the 
female urethra. One of the 2 bladder tumors came 
from Dr. J. E. Heslin, Albany, New York. The patient 
was 65 years old, had hematuria and frequency of 2 
months duration. A large single tumor was found in 
the trigone. Transurethral resection was done. Re- 
peated cystoscopies were negative. He is said to have 
died of recurrence 3 years after operation. There was 
extravesicle recurrence of the tumor. No autopsy was 
done. 

The other patient was from Dr. Edgar Burns of 
New Orleans, Louisiana. A man aged 69 had inter- 
mittent hematuria for years with pain and frequency. 
The lower half of the bladder was studded with many 
small papillary tumors. He had several transurethral 
resections and fulgurations and one episode of radon 
implantation over a period of 9 years. The slide sent 
to us was one of the recurrences and it showed mela- 
noma. We have no information on this patient. 

One of the 2 urethral tumors came from Dr. Wil- 
liam Seifert of Rockford, Illinois, and the other from 
Dr. S. M. Clark of Provo, Utah. Dr. Seifert’s patient 
was a 68 year old woman with 2 caruncle-like lesions 
of urethral meatus. Dr. Clark’s patient was a 60 year 
old lady with a history of dysuria and irritation about 
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urethra of 1 to 2 months duration. The lesions again 
resembled a caruncle. We have no follow-up on either 
patient. 


Whether any of these are actually primary or sec- 
ondary is difficult to say. 

We have a large number of secondary malignant 
melanomas involving the genitourinary tract. I should 
like to mention only one case which simulated a 
primary tumor of testis. The patient was a young 
man.who was admitted because of progressive weak- 
ness, pain and discomfort. A number of skin lesions 
had been removed at another hospital on which the 
diagnosis of cancer had been made. Physical examina- 
tion showed suggestive hardness of left testis. Evi- 
dences of multiple metastases were observed and the 
patient died soon after admission. Initially, it was 
thought that the primary lesion was in the testis, 
and it was sent to us as embryonal carcinoma of the 
testes with bizarre metastases. Our diagnosis was 
secondary malignant melanoma of testes with primary 
probably in the skin. 

We have been very much interested in the renal 
changes observed in patients with malignant mela- 
noma. Dr. Abeshouse has mentioned massive melanin 
deposition in the kidneys. This is occasionally mani- 
fested clinically by urine which becomes dark or dark 
brown on exposure to air. There is a specific test 
for melanin in urine which should be done to 
definitely establish the diagnosis. 

Again, I wish to express my appreciation to Dr. 
Abeshouse for his great contribution. 


Dr. Abeshouse (Closing). 1 wish to thank Drs. Cop- 
lan and Mostolfi for their discussion of my paper and 
for their kind and generous remarks. 

I would also like to answer the two questions asked 
by Dr. Coplan. 


1. Deep radiation therapy in the past has proved 
futile. However, it is possible that deep radiation with 
cobalt and the new very high voltage machines may 
offer some hope in checking the spread of these 
tumors and destroying existing metastatic foci. 


2. My reasons for recommending the use of excision 
of the primary mole and secondary tumor area with a 
knife rather than with electrocautery is that the for- 
mer permits sharp dissection without obscuring the 
field of operation, whereas with the latter modality 
the operative area may be obscured by necrotic and 
thermic changes. It should be borne in mind that 
wide excision beyond the limits of palpable and/or 
discernible spread of these tumors should be the rule 
in the treatment of primary melanoma. 


The “Unstatisticized” Obstetric Patient* 


THADDEUS L. MONTGOMERY, M.D., Philadelphia, Pa. 


The author describes certain cases in which pregnancies were permitted to continue contrary to 
usual practices. He urges conservatism in the matter of interrupting pregnancy. 


THE OBJECTIVE OF THIS PRESENTATION with its 
tongue twisting title is to place before you a 
group of patients who are short of the statis- 
tical survey but beyond the individual case 
report. Throughout medical reporting and 
up to the moment this group has been, in a 
sense, one of lost souls in medical practice, 
never having made the 500 cesarean sections 
or the 1,000 complete hysterotomies, and not 
being sufficiently spectacular to be presented 
individually. These patients have had signifi- 
cant illnesses, however, and have sacrificed 
organs on the altar of obstetrics and gynecol- 
ogy, and the essayist hopes that this contribu- 
tion will afford them the sense of having 
finally come to rest in the annals of medicine. 


Also, frankly, I have the additional purpose 
of illustrating some of my views regarding 
pregnancy in the face of complication, my 
thoughts concerning the termination of preg- 
nancy, and my belief regarding sterilization. 
In this respect, also, this paper will be differ- 
ent from the case report which intimates 
nothing, and the statistical survey which is 
always unbiased and may prove nothing that 
the essayist believes in. 


Case Reports 


Case 1. Mrs. G. C., age 23, gravida I, was referred 
at the third week of pregnancy by a gastroenterologist 
with the history of having had streptococcic nephritis 
at 7 years and three intestinal resections at 17, 18, and 
20 years of age for terminal ileitis. The final effect of 
these several resections of bowel was to leave this 
patient with two and one-half feet of small intestine. 

The internist stated, “If an intercurrent infection, 
emotional disturbance or any increase in metabolic 
rate occurs, as with a respiratory infection and fever, 
the patient loses 4 or 5 pounds in a period of several 
days, then regains her weight over weeks and even 
months.” In addition he felt that with the short in- 
testinal tract she would be unable to nourish a fetus 
and maintain her own nutrition during the acceler- 
ated metabolism of pregnancy. She had been warned 
about marriage and pregnancy earlier in life. 


*Read before the Section on Obstetrics, Southern Medical 
Association, Fifty-First Annual Meeting, Miami Beach, Fla., 
November 11-14, 1957. 
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Examination revealed an attractive, vivacious young 
woman who, like most such persons, had thrown all 
precaution to the winds when she married and now 
was quite possessed by a strong maternal instinct to 
bear a child. She had had slight nausea of pregnancy 
but actually had been doing not too badly in the first 
few weeks and weighed 101 pounds, which was a little 
over her average. 

It seemed that while unexpected and untoward 
complications of pregnancy might weigh heavily 
against this individual, the very stimulus of preg- 
nancy might also improve her nutrition and the secre- 
tion of the adrenocorticotropic hormones from the 
placenta might help to alleviate the residual intestinal 
disturbance. Under any circumstances if she did badly 
with the pregnancy it would be possible to “bail out” 
with an abdominal hysterectomy if, at a later date, 
circumstances necessitated doing so. 


The gastroenterologist quite properly had fears 
about this approach but cooperated completely in ar- 
ranging the diet and dietary supplements, and the 
patient followed every instruction to the letter. She 
found it necessary to carry a bag of food and wherever 
she sat—in automobile, streetcar, or waiting room— 
she constantly nibbled. 

At the sixth month of pregnancy she weighed 114 
pounds. At this point she had a gastrointestinal upset 
and lost 4 pounds, as rapidly as the internist had pre- 
dicted; and, also according to his prediction, it took 
her 2 months to get this weight back. At full term 
she weighed 115 pounds and was feeling, as she put it, 
better than she had at any time in her life. 

She went into spontaneous labor at term and de- 
livered, by the vaginal route without surgical assist- 
ance, a seven and a quarter pound baby which was pos- 
sessed of all of its faculties and was quite adequately 
nourished. 


Comment. This little patient proved to be 
one of the best and happiest mothers I have 
ever seen. Actually, I shall have to confess 
that she did make the medical literature as a 
case report. However, what has not been re- 
ported since that time is that she has had a 
second successful pregnancy, and now, I 
understand from the obstetrician of a neigh- 
boring city, she is pregnant for the third time. 

I can envision her sitting in the obstetri- 
cian’s waiting room nibbling happily at her 
bag of sandwiches. 

Case 2. Mrs. H. L., a young 22 year old nulligrav- 
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ida, was referred because of menstrual pain which had 
grown quite sharp during the past three periods. 

Upon examination the uterus was found to be de- 
flected anteriorly by masses about the size of tennis 
balls. A tentative diagnosis of endometrial cysts of the 
ovary was made. 

Abdominal exploration was advised with the hope 
of doing a conservative procedure. This advice was 
accepted by the patient and at operation the left 
ovary, which was found to be enlarged the size of an 
orange, was removed. The right ovary was the site of 
a similar process of lesser degree. It was partially re- 
sected and the appendix was removed. 


The patient made a satisfactory operative recovery 
but returned in one year because of her failure to 
conceive. Examination at this time revealed moderate 
enlargement of the right ovary and a partial obstruc- 
tion of the fallopian tubes. Upon rechecking the pelvis 
2 months later the cyst of the remaining right ovary 
had enlarged to the size of an orange and was im- 
pacted deeply in the pelvis. 

The situation did not look favorable for further 
conservative procedures. However, the patient was re- 
admitted to the hospital and after careful vaginal 
preparation a posterior colpotomy was performed, the 
wall of the endometrial cyst was exposed and a trocar 
and cannula thrust into it; 250 cc. of tarry fluid were 
aspirated and the posterior colpotomy incision was 
closed without drainage. 

One month later the patient was re-examined and 
the pelvis seemed clear except for slight induration at 
the site of the colpotomy wound. 

Two months later the patient called to state that 
she had missed her period. Examination at this time 
revealed obvious signs of an intra-uterine pregnancy 
of 8 or 9 weeks duration. The pregnancy proceeded to 
term without complication and on February 8, 1956, 
spontaneous delivery of a normal fetus occurred. 

Upon examination 6 weeks after delivery the pelvis 
was entirely clear with no evidence of residual en- 
dometriosis. 


Pregnancy again recurred in October, 1956, and in 


April, 1957, the patient was delivered of her second 
child without complication. 


Comment. In this instance a conservative, 
though unorthodox approach to the manage- 
ment of recurrent endometriosis, paid excel- 
lent dividends in subsequent childbearing. 

Case 3. Mrs. R. P., a 34 year old multipara, was re- 
ferred to the office by a physician in a neighboring 
city because of heavy menstrual periods and a mass in 
the pelvis. Her last menstrual period had occurred on 
June 10, 1953, and the date on which she was able to 
secure an appointment was July 13. Menstruation had 
ordinarily been occurring every 28 to 30 days. 

There had been one normal delivery in 1943, and a 
cesarean section in 1951, because of transverse lie of 
the fetus. 

Examination revealed the uterus to be very slightly 
enlarged, and displaced to the right by a mass the 
size of a grapefruit in the region of the left ovary. 
The mass was fairly symmetric in contour and fixed 
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in position; there was no evidence of free fluid in the 
abdomen, and there were no implants in the posterior 
cul-de-sac. A tentative diagnosis of left ovarian cyst 
and possible intra-uterine pregnancy of 3 weeks dura- 
tion was made. Papanicolaou smears were negative 
and a fractional rat test for pregnancy was positive. 

At the third month of pregnancy the ovarian cyst 
had further enlarged and weighed upon the uterus. 
The author decided it would be good policy to per- 
form abdominal section and removal of the ovarian 
lesion both because of the physical disturbance which 
was present and the possibility of malignancy. 

Accordingly abdominal laparotomy was performed. 
The pregnant uterus was found displaced to the right 
by a large ovarian cyst which had the texture and 
physical appearance of a pseudomucinous cystaden- 
oma. This cyst was firmly adherent to the uterus and 
to the broad ligament, was crossed by large arteries 
and veins communicating between the broad ligament 
and the uterus, and all in all presented such a formid- 
able degree of adherence and vascularity that I felt 
any attempt to remove it at the moment would jeop- 
ardize the pregnancy and possibly the patient's life. 

It was decided, therefore, to close the abdomen and 
perform a cesarean section and ovarian cystectomy at 
term. Accordingly, the abdomen was carefully closed, 
the patient permitted to react from anesthesia and 
proceed to term. 

Low transperitoneal cesarean section was done a few 
days short of term and the baby removed without 
difficulty. Again the local condition of the uterus and 
ovarian cyst, as regards adhesions and vascularity, 
were found to be such that further operation appeared 
too hazardous to be undertaken and the abdomen was 
again closed. Mother and child made an uneventful 
recovery. 

Five months later the patient was readmitted, the 
ovarian cyst now being approximately the size of a 
football. A difficult dissection of multiple adhesions 
was done, the various distended vascular channels 
were ligated, and a complete abdominal hysterectomy 
and left salpingo-oophorocystectomy were successfully 
performed. A biopsy was taken of the right ovary 
which revealed, in a short time and by frozen section, 
that it was benign. The right ovary was therefore 
preserved. The multiscarred layers of the abdominal 
wall were carefully dissected out and abdominal clos- 
ure performed. 

The postoperative recovery was smooth. Examina- 
tion in one month revealed the pelvis to be in excel- 
lent condition and the abdominal wall sound. 


Comment. In this patient the delay in 
securing an office appointment meant the 
difference between an operation for ovarian 
cyst, and a succession of three operations for 
the combination of cyst and pregnancy, yet 
the patient has thanked the author many 
times for the privilege of having this baby. 


Case 4. Mrs. A. S., age 31, gravida I, appeared at 
our offices at the third month of pregnancy with a 
retroverted uterus and a large subserous myoma of the 
anterior surface of the uterus. 

The soft three month fundus of the uterus filled 
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the pelvis; the myoma which was the size of a flat- 
tened orange sat on top of the retroverted uterus and 
on top of that rested a firm abdominal wall. 

At the first visit an attempt was made to replace 
the uterus manually with the help of traction by a 
tenaculum; this was unsuccessful both in the lithot- 
omy and in the knee-chest position. Hoping that na- 
ture might help to resolve the problem the patient 
was sent home with instructions to assume the knee- 
chest position for five minutes twice daily. There was 
no improvement upon her return and she was having 
pelvic discomfort and difficulty in bowel and bladder 
function. It was obvious that unless something was 
done to free the impacted uterus she would soon have 
an obstructive retention of urine. Again manipulation 
to replace the uterus was unsuccessful. 


In view of these failures, laparotomy was done 
under a well oxygenated anesthesia. Through a verti- 
cal incision in the lower abdomen a fibroid tumor of 
the size described was exposed. However, it had a 
broad three inch base, the tumor being closely incor- 
porated in the wall of the uterus. 


By means of traction from above and by pressure of 
an assistant’s fingers through the vagina and rectum, 
the uterus was elevated from its incarcerated and 
retroverted position. When it lay in the abdomen it 
was a pretty sizable organ with the added volume of 
the tumor springing from its anterior surface. 

After looking the situation over, I felt certain a 
myomectomy could not be done without compromis- 
ing the integrity of the uterine wall and possibly the 
pregnancy as well. Much to the consternation of the 
resident who felt that a more definitive procedure 
should be done, the closure of the abdomen was be- 
gun. This, with the added volume of uterus and 
tumor in the abdomen, was not without difficulty and 
I was glad to have the wire technic which had been 
learned from Dr. Babcock at Temple. 

Five months later the patient delivered at term of a 
normal fetus. The puerperium was complicated by 
pain and tenderness in the fibroid and a low grade 
fever. Six months after delivery a myomectomy was 
performed at which incision had to be carried down 
into the endometrium. Subsequent deliveries were by 
cesarean section. 


Comment. Again in this instance conserva- 
tism as regards the interests of pregnancy 
necessitated quite a bit of operating. 

Case 5. Mrs. E. E., in whose prenatal care we are 
now participating as the obstetric consultant, is a 
gravida III, para II. She was seen in the present preg- 
nancy at about the 5th or 6th week. She was referred 
by a psychiatrist, who had her under observation for 
schizophrenia and felt that the pregnancy should be 
terminated in order to give the full measure of ther- 
apy for her mental disease. 


The patient herself was a rather fragile person, 
lacking in attentiveness and concentration and dis- 
playing, I presume, the typical symptoms of an early 
mental disease. She stated the present pregnancy was 
unplanned and in general undesired, though she was 
quite willing and anxious to go through with it. Her 
husband desired that the pregnancy be terminated, 
thinking that would ultimately be the best for her; 
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her parents were vehemently in favor of termination, 
because they had had the care of the first two chil- 
dren and could foresee the additional burden of 
another. 

Upon further observation, and discussion of the 
situation with the psychiatrist, the husband, and the 
patient herself, several facts evolved: 


1. Insulin shock therapy to coma depth had been 
contemplated but could be modified to lesser depths 
unassociated with hypoxia. ; 

2. It could not be stated categorically by the psy- 
chiatrist that pregnancy itself would make her disease 
worse, although he felt it might interfere with the 
thoroughness of her immediate treatment. 

3. It could not be refuted by the psychiatrist that 
termination of pregnancy might add a considerable 
emotional factor to the situation and be followed by 
additional feelings of guilt on the part of the patient, 
for she herself did not desire its termination. 

4. The psychiatrist agreed that while improvement 
might be anticipated with psychotherapy it was ex- 
tremely doubtful that this patient would again achieve 
the level at which another pregnancy would be 
possible. 

5. The patient was suffering with moderate nausea 
and vomiting of early pregnancy, complicated by 
“food poisoning” which had occurred during her hos- 
pitalization in a mental institution, and her physical 
condition was in no way satisfactory for any opera- 
tion, even the interruption of pregnancy. 

In view of these several observations it was recom- 
mended that pregnancy be continued, that the patient 
be treated for the nausea and vomiting and poor nu- 
tritional state, that the insulin therapy be employed if 
deemed advisable but kept short of comatose levels, 
that the patient be delivered in a physiologic fashion 
at term, and then advised to have a tubal ligation 
during the puerperium. 


This advice has been accepted and the patient is 
now on her tour of treatment. Once the issue was 
settled in her mind and she was freed of concern 
about termination, her appetite improved and in some 
5 or 6 days the physical depression cleared and the 
patient gained in weight. Treatment is now being 
conducted in a mental institution along the line which 
has been outlined. 


It is expected that she will be returned to the ma- 
ternity hospital for her delivery and, in this instance, 
it is believed a tubal ligation is justified and indicated. 


It is hoped that this patient can be restored to a 
fair degree of physical and mental health so she can 
properly take care of her family. In the meantime the 
parents and the husband will have to share in the 
burden of nurturing and raising the two children that 
already exist. 


Comment. Just how this last case will turn 
out I cannot say, for it is an unfinished story. 
However, I feel deeply appreciative of the 
willingness of the patient, the husband, and 
the psychiatrist to go along with the advice 
given. I could not bring myself to terminate 
this pregnancy and I was on the point of 
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withdrawing from the case when this decision 
was finally reached. 


For many years I have been disturbed by 
the rather casual fashion in which many psy- 
chiatrists call for therapeutic abortion on the 
assumption that it is an important contribu- 
tion to psychiatric therapy, and the ready 
fashion in which the obstetrician generally re- 
sponds to the request without thorough study 
himself of the situation. 


Conclusions 

I hope the recital of these several cases will 
re-emphasize the fact that pregnancy and the 
ability to bear children are precious posses- 
sions of womankind and not to be lightly 
done away with. 

It should also be demonstrated that if the 
obstetrician is to play an intelligent part in 
the evaluation of serious complications of 
pregnancy he must have a broad knowledge 
of medicine and must exercise judgment of 
his own in reaching decisions, otherwise he 
will place himself in the position of an ob- 
stetric artisan working under the direction of 
medical contfreres. 


Doubtless there are certain conditions 
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which require the interruption of pregnancy. 
However, these are few in number, and in 
many instances the behavior of the patient 
with a complicating condition can be watched 
over a period of time; then if the pregnancy 
ultimately requires termination, it can be 
done with greater safety and with a greater 
sense of necessity by abdominal hysterotomy. 


The time is at hand when the profession 
should look with a critical eye upon some of 
the concepts of the psychiatrist; the light re- 
gard for pregnancy, the role which psychiatry 
would like to play in medical education, and 
the unfortunate influence which psychiatric 
philosophies have come to play in influencing 
our social life and rearing of children. Until 
psychiatry has something better to offer we 
should return to common sense and human 
understanding in the handling of many medi- 
cal problems. 

Finally, the essayist would like to pay his 
affectionate regard to these unstatisticized pa- 
tients who were willing to accept his judg- 
ment in the face of contrary advice previously 
given, and who were willing to undergo some 
extraordinary obstetric procedures in order to 
continue their pregnancies or maintain their 
childbearing function. 
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Myomectomy and Pregnancy’ 


J. RICHARD SOSNOWSKI, M.D., Charleston, S. C. 


Conservative surgery for myoma may permit childbearing in the future, as well as 
permitting a current pregnancy to continue to term. 


When Sir Victor Bonney first published his 
classic treatise on myomectomy in 1946, he 
stated that it was not a new operation. In be- 
ginning this paper I would add that the gyne- 
cologists’ plea for conservative pelvic surgery 
in the young woman is also not new. And yet, 
the sad procession of childless women whose 
myomatous uteri were removed in their repro- 
ductive years, and the challenge of the elderly 
primigravida whose cherished pregnancy is 
jeopardized by myomas, warrant further con- 
sideration of conservation of reproduction 
through myomectomy. 

The obvious and primary indication for 
myomectomy is the preservation of the uterus 
while removing the offending myoma_ or 
myomas. Although this is almost always 
technically possible, there are certain definite 
and practical contraindications to the opera- 
tion. Generally speaking myomectomy seldom 
should be performed after 35 years of age and 
almost never after age 40. Specific contraindi- 
cations include: inflammatory disease or in- 
fection of the genital tract; associated disease 
of the uterus; suspicion of sarcomatous change 
in the tumor; and the presence of pelvic can- 
cer. To these, several American authors add: 
great number or great size of the myomas.' 
In addition to careful pelvic examination, we 
have followed the plan on all nonpregnant 
candidates for myomectomy of checking tubal 
patency by salpingography, and ovulation by 
endometrial biopsy. Negative results in either 
are considered at least a temporary contrain- 
dication to myomectomy, except in the rare 
instance of tubal obstruction by myoma as 
revealed by salpingography. 

The operation of myomectomy is not with- 
out disadvantages. To be seriously considered 
is the recurrence of fibromyomas following 
myomectomy and the eventual necessity of 
hysterectomy in some of these. This varies 


*Read before the Section on Obstetrics, Southern Medical 
Association, Fiftv-First Annual Meeting, Miami Beach, Fla., 
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from a recurrence rate of 2.39 and a subse- 
quent hysterectomy rate of 1.6% in Bonney’s 
series to 28.29% and 14.99% respectively in the 
survey of Brown and associates.'* Unsuspect- 
ed sarcoma occurs in 0.1 to 0.39% of myomec- 
tomies. Surgical complications stem primarily 
from hemorrhage, either overt or concealed, 
and from massive necrosis from extensive 
hemostatic sutures.! 


In considering these disadvantages it must 
be said that although a variable percentage of 
myomectomy patients are destined ultimately 
for hysterectomy, nevertheless, in the interim, 
a worthwhile number of pregnancies could 
have been achieved. The incidence of unsus- 
pected sarcoma is so low as to be an unlikely 
occurrence in the surgical careers of most of 
us. During operation, hemorrhage and _ the 
need for massive hemostatic suturing can be 
reduced markedly by use of the Bonney myo- 
mectomy clamp when removing corporeal 
tumors (Fig. 1) or by use of some tourniquet 
device, as an ordinary rubber catheter, around 
the base of a pedunculated tumor. This me- 
chanical hemostasis is enhanced by clamping 
across the infundibulopelvic ligaments with 
nonserrated ring forceps. 

A word needs to be said concerning preg- 
nancies complicated by myomas. That this 
occurs infrequently is shown by Gainey and 
Keeler,t who report an incidence of 0.5 per 


FIG. 1 


Bonney myomectomy clamp. 
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cent. When it does occur it may gradually in- 
capacitate the patient or it may rapidly pro- 
duce an abdominal emergency as illustrated 
by cases 2 and 3 respectively. 

According to Mayer® pain is produced by 
pressure on adjacent organs, distention of the 
serosa, rubbing between subserous myoma 
and parietal peritoneum, red degeneration, 
and torsion with circulatory embarrassment. 
In our experience pain has always been a 
prominent feature whenever emergency sur- 
gery during pregnancy was necessary. When 
the myoma is not obvious, differential diag- 
nosis depends largely upon the location of the 
tumor, For instance, a painful fundal myoma 
in late pregnancy may produce symptoms 
easily confused with acute gallbladder disease. 

Simple mechanical pressure from a large 
myomatous pregnant uterus may produce 
hydroureters and hydronephrosis, or marked 
lower extremity edema, both of which were 
seen in case 2. 

Commenting on myomectomy in pregnancy, 
as the treatment preferred over hysterectomy 
and therapeutic abortion, Mayer® states that 
hysterectomy not only interrupts a pregnancy 
which may have followed a long sterility but 
also precludes further pregnancy, and that 
abortion, while relieving the pain, does noth- 
ing to remove the underlying pathologic 
condition. 

The method of delivery following myomec- 
tomy deserves special attention. Any candi- 
date for this procedure should realize that it 
may well commit her to cesarean section. The 
choice of route of delivery, exclusive of purely 
obstetric indications, depends upon the num- 
ber and the location of the uterine incisions 
and whether the patient had a smooth, afe- 
brile postoperative convalescence. I admit to 
being far less bold than Sir Victor Bonney 
regarding vaginal delivery. 

The following 3 cases illustrate various as- 
pects of myomectomy before and during preg- 
nancy. The first case has several interesting 
facets and is reported in slightly more detail. 


Case Reports 


Case 1. This 29 year old white married woman was 
referred by her family physician for investigation of 
what was believed to have been two recent losses of 
pregnancy. She was married in June, 1952. The first 
loss was thought to have been of 7 weeks gestation 
and occurred in August, 1952; no fetus was recovered, 
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but a small amount of tissue was identified. Another 
earlier abortion was suspected in November, 1952. 


The menstrual history was most impressive. She had 
her menarche at age 13; was irregular for the next 2 
yrs.; and then had almost constant bleeding for 10 
mos., remaining in bed almost all of that time. At age 
16 she received ovarian irradiation, 750 r. to each 
ovary over a period of 16 mos. This therapy was 
followed by 6 mos. of complete amenorrhea. 

Then heavy continuous bleeding recurred, and 
while in nursing school she had at least one dilatation 
and curettage, received between 10 and 13 transfu- 
sions, and was treated with many various combina- 
tions of hormones—all without results. In 1949, this 
young nurse, wearied with the medical profession, re- 
fused all further therapy and shortly thereafter as- 
sumed a fairly regular 21 to 24 day cycle with heavy 
bleeding only on the first day. 


There were no other pertinent endocrine findings 
in her history. There was a known abdominal mass in 
the right lower quadrant which reportedly varied in 
size and was of 5 mos. duration; it had been thought 
by her family physician to be an ovarian cyst. 

Physical Findings. The breasts lacked glandular tis- 
sue. There was a firm ovoid mass, measuring 8 by 4 
cm. in the right lower quadrant easily palpable above 
the pelvic brim. Pelvic examination showed the ex- 
ternal genitalia to be normal. The cervix was clean, 
with a copious partly cloudy viscid mucous leukor- 
rhea. The corpus was in first degree retrodisplacement 
but of normal size and consistency. The left adnexa 
was negative; the right adnexa contained the mass 
described above and this could be traced to connect 
with the right uterine cornu by a broad pedicle. 

Vaginal cytology (day 17) showed moderate estrogen 
with minimal evidence of progesterone. 

Our impression at that point was that there was a 
right cornual pedunculated fibromyoma. 

Basal temperature chart showed no evidence of an 
ovulatory rise. 


Endometrial biopsy was obtained on the 22nd day 
of her cycle. This demonstrated a mixed type of en- 
dometrium, most of it being in a late follicular phase 
with very little evidence of progesterone effect. 

A hysterogram, using an aqueous medium, revealed 
the fundus of the uterus to be flattened with some 
indentation in the upper and left borders as if an 
extrinsic mass were producing pressure upon it. 

At this point the abdominal mass had begun to pro- 
duce such annoying symptoms of discomfort and blad- 
der pressure that the patient requested surgical inter- 
vention. She was scheduled for myomectomy. 

Procedure. After routine perineal and vaginal prep- 
aration the abdomen was opened through a lower 
midline incision. In order to decrease hemorrhage, a 
nonserrated ring forceps was applied to each infundi- 
bulopelvic ligament and a Bonney myomectomy clamp 
was applied to the lower uterine segment, including 
the uterine artery on each side. First the capsule of 
the pedunculated myoma was opened anteriorly and 
the tumor, 8 cm. in diameter, shelled out by blunt 
and sharp dissection. Then the anterior uterine wall 
was opened into the endometrial cavity and the entire 
myometrium explored between the thumb and index 
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finger for evidence of other myomas. One intramural 
and two submucous myomas, | to 1.5 cm. in diameter, 
were removed by tunneling incisions through the en- 
dometrial cavity. Three very small subserosal myomas 
were removed by simply splitting their capsules and 
enucleating them. The tunneling incisions were 
closed, as were the endometrial cavity and the anterior 
uterine wall. The capsule of the fundal myoma was 
fashioned into a hood and fixed over the fundus by 
interrupted sutures. 

The patient stood the procedure quite well. During 
the operation she received 1,000 cc. of blood. When 
the infundibulopelvic clamps and the Bonney clamp 
were removed, the uterus and its appendages were 
noted to have a vascular flush, but hemorrhage did 
not occur. 


Pathological Diagnosis. Fibromyomas of the uterus 
with areas of hyaline degeneration. 

Postoperative Course. Except for a rather stubborn 
urethritis, the patient had an uneventful postoperative 
course. The highest temperature was 100°. The sutures 
were removed on the 6th postoperative day, and the 
incision was healing well. She was discharged on her 
8th postoperative day. 

Follow-up. The patient was seen 3 wks. later (March 
25, 1953). The abdominal incision was well healed 
and not tender. Pelvic examination showed the corpus 
uteri to be of symmetrical shape and normal in con- 
sistency, and in anterior position; it was “large- 
normal” in size. The adnexa were negative; the cervix 
was clean. 

The patient and her husband were advised that a 
pregnancy should be avoided until at least 6 mos. after 
the operation. Since the endometrial biopsy had re- 
vealed a progesterone deficiency, she was also advised 
to take progesterone cyclicly for at least 2 mos. before 
trying to become pregnant, and to notify us immedi- 
ately upon becoming pregnant, so further substitu- 
tional therapy might be instituted. 


The patient had her last menstrual period on No- 
vember 22, 1953. She had taken progesterone for 2 
mos. before that. A Friedman test was positive. As 
soon as she became late for her period she had begun 
taking progesterone daily. 

On February 6, 1954, the fundus of the uterus was 
palpable 11 cm. above the symphysis; it was symmetri- 
cal and softened, and showed no evidence of masses. 
Estrogen was added to her daily progesterone. 

On February 20, the patient complained of transient 
abdominal cramps. Her estrogen and_ progesterone 
were increased. 

Her prenatal course continued in an uneventful 
manner. When fetal heart sounds were clearly discern 
ible, and the patient had been free of any abdominal 
cramping for several months, hormonal therapy was 
gradually decreased until it was stopped entirely. 

With a calculated date of delivery as September 2, 
she was scheduled for admission to the hospital on 
August 20, 1954, to be delivered by section on August 
21. However, she began to have rather regular contrac. 
tions at about 11 P.M. on August 19, was brought im- 
mediately to the hospital, and found to be in labor. 
She was immediately prepared for cesarean section. 

At operation the corpus uteri was the size of a full 
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term uterus. None of the scars of the previous inci- 
sions could be detected and there were no new my- 
omas. The fundus was slightly flattened. By low cervi- 
cal technic a 6 pound 634 ounce healthy boy was de- 
livered. There were no postoperative complications. 

Subsequently the patient suffered another early 
abortion. However, by February, 1957, she had a sec- 
ond full term pregnancy, again utilizing priming with 
progesterone before conception and the use of both 
estrogen and progesterone throughout early pregnancy. 
She was again delivered by cesarean section, obtaining 
a healthy 6 pound 6 ounce girl. Operative findings 
this time revealed a 6 cm. myoma in the posterior 
wall of the lower uterine segment and numerous 
seedling myomas. 

Case 2. A 40 year old white, married, primigravida 
had 12 yrs. of involuntary sterility. She was referred 
by her family physician on May 6, 1955. Her last men- 
strual period was January 20, 1955, and had been nor- 
mal in character. A Friedman test was positive. The 
patient was referred because of the finding of an ab- 
dominal mass totally out of proportion to the men- 
strual dates, producing moderate low abdominal pain 
and considerable edema of the lower extremities. 

Examination. A large tender lobulated mass, firm 
in its right aspect and slightly soft in its left aspect, 
extended from the pelvis to above the umbilicus. Pel- 
vic examination showed the cervix to be literally in- 
carcerated behind the symphysis. The corpus uteri was 
inseparable from the mass described above, and _ this 
mass filled the cul-de-sac, where it was excruciatingly 
tender. 

Our impression at that time was that the patient 
had an early pregnancy complicated by a large myom- 
atous mass which was probably degenerating. 

During the 5 intervening days between the first visit 
and hospitalization, her abdominal pain became in- 
capacitating and the edema of the lower extremity in- 
creased. Urinalysis was essentially negative. However, 
the blood count showed a marked anemia with only 
2.9 million RBC and 8.75 Gm. of Hgb. She received 
500 cc. of compatible blood on each of two successive 
days. 

Intravenous pyelograms on May 12 were reported as 
showing moderate right hydronephrosis and marked 
impairment of renal function of the left kidney. The 
films also showed a large soft tissue mass of the lower 
abdomen, pelvis and right flank, measuring 31 cm. in 
its greatest dimensions. In the right flank was the out- 
line of a single fetus of an estimated 414 mos. gesta- 
tion. Study of these films impressed us that the fetal 
skeleton appeared to lie high in the mass (Fig. 2). 

The severity of these findings made us feel that it 
would be impossible to carry the patient to the stage 
of gestation compatible with fetal viability without 
surgical treatment. 

Procedure. Ureteral catheters were inserted to pre- 
vent injury to the ureters. Under general anesthesia 
the abdomen was opened through a lower midline in- 
cision; the abdominal findings were amazing. The cor- 
pus uteri was equivalent to a 314 to 4 mos. pregnancy, 
and was studded with multiple seedling myomas. At- 
tached to the posterior surface of the fundus of the 
uterus by a broad base approximately 6 to 8 cm. in 
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FIG. 2 


This shows the soft tissue tumor mass, dilatation of the 
calyces of right kidney, and the fetal skeleton near superior 
pole of mass. 


diameter was a large lobulated partially degenerated 
myoma 20 cm. in diameter. This mass had prolapsed 
into the cul-de-sac and elevated the pregnant uterus 
completely out of the pelvis, explaining the position 
of the fetus as seen on the x-ray film. 


The entire mass was delivered out of the abdomen. 
A rubber catheter was placed around the base of the 
myoma as a tourniquet and a circumferential incision 
made through its capsule down to the myoma proper. 
This was then shelled out of this portion of its 
capsule and removed, leaving a thin layer of intact 
uterine musculature and an elliptical defect in the 
external myometrium and serosa. This was closed with 
interrupted No. | chromic catgut sutures after obtain- 
ing hemostasis by many suture ligatures and _lock- 
stitching of venus sinuses. A second layer of muscle 
was rolled in by a continuous inverting suture. The 
abdomen was closed in layers. 


During the operation the patient received 500 cc. of 
fluid and 500 cc. of compatible blood. She tolerated 
the procedure well and was returned to her room in 
good condition. 

Pathological Diagnosis. 
of uterus 


Fibromyoma, degenerative, 


Postoperative Course. In addition to the usual post- 
operative management, she was given estrogen and 
progesterone twice daily by injection. Except for 
rather severe nausea and moderate abdominal disten- 
tion, the postoperative course was remarkably smooth. 
The highest temperature was 99.4. The ureteral cath- 
eters were removed on the 4th postoperative day; the 
indwelling urethral catheter was removed the follow- 
ing day. The sutures were removed on the 7th post- 
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operative day; the wound was healing satisfactorily. 
Throughout the postoperative course there was never 
any evidence of threatened abortion. Estrogen and 
progesterone in maintenance dosages by mouth were 
substituted for the hypodermic injections. 


At no time in her prenatal course was there any 
symptoms of either threatened abortion or threatened 
uterine rupture. She returned to the hospital 18 days 
before the expected date of confinement for cesarean 
section. 

At operation there were a few omental adhesions to 
the site of the previous uterine scar; there was no 
evidence of a scar either by inspection, or by external 
and internal uterine palpation. A low cervical cesarean 
section was done and a 6 pound 4 ounce healthy male 
was delivered. 

Both mother and child had uneventful hospital 
courses. 

Case 3. This 38 year old white primigravida was 
first seen June 29, 1956. A tender mass occupied the 
left adnexa, extended 13 cm. above the symphysis, and 
displaced the uterus to the right. The size of the 
uterus was compatible with 6 wks. gestation. It was 
believed that the mass represented either a myoma or 
an ovarian cyst. 

Three weeks later (July 20) abdominal pain began 
and increased progressively to the point of almost 
complete disability in 2 days, when examination re- 
vealed acute tenderness over the mass which now ex- 
tended 18 cm. above the symphysis. The displaced 
uterus was equivalent to 10 wks. gestation. A diagnosis 
of degenerating fibromyoma was made and it was de- 
cided to attempt myomectomy. A dose of estrogen and 
progesterone was given preoperatively. 


Procedure. At operation under spinal anesthesia the 
uterus was found to be studded with myomas varying 
in size from 2 mm. to 2 cm. Arising from the fundus, 
by a wide short pedicle 4 cm. in diameter, was an 8 
cm. myoma with evidence of impaired blood supply. 
A rubber catheter was twisted tightly around the short 
pedicle as a tourniquet. The capsule of the myoma 
was incised circumferentially at a level 3 cm. above 
the fundus and the tumor shelled out by sharp and 
blunt dissection. Hemostasis was effected and the de- 
fect closed with interrupted sutures. After the edge 
had been inverted with atraumatic suture there was 
still extensive oozing and so a “cap” of Gelfoam was 
fashioned over the fundus. 


Pathological Report. 
areas of degeneration. 


Fibromyoma of uterus with 


Course. She had an uncomplicated postoperative 
course. Estrogen and progesterone were given twice 
daily for the first 48 hours and then discontinued. 

The remainder of her prenatal course was unevent- 
ful and on December 5, she delivered spontaneously a 
6 pound 61% ounce female infant after 4 hrs. of labor. 
Immediate postpartum manual exploration of the 
uterus revealed no evidence of the previous myomec- 
tomy. 


Discussion 


In case 1, the decision to perform myomec- 
tomy had nothing to do with trying to im- 
prove the patient's fertility, for there was no 
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reason to believe that the myomas were re- 
lated to the losses of pregnancy. Myomectomy 
was done rather to preserve what fertility 
there was. Whether or not delivery by cesar- 
ean section was necessary is certainly debat- 
able. In view of the number of incisions in 
the myometrium, this was considered the 
safer method of delivery. The patient’s com- 
promised fertility gave support to this deci- 
sion. Although she may eventually require 
hysterectomy for recurrent myomas, she has 
had 2 healthy children in the interim. 


Case 2 represents a lack of forethought in 
surgical technic. Not allowing for the great 
contractibility of uterine muscle, we placed 
the incision around the pedicle of the myoma 
too close to the fundus. As soon as the tumor 
was removed the edge of the wound contract- 
ed flatly against the uterus proper and we 
were confronted with a gaping defect which 
appeared for a while to defy closure. This de- 
fect extended well down the posterior surface 
of the fundus. The position of the defect and 
our doubt concerning the strength of its clos- 
ure contributed largely to the decision to de- 
liver the patient by cesarean section. 


With case 3 the incision was made high on 
the pedicle leaving a generous cuff of myome- 
trium to close the defect. It was felt that the 
myomectomy should have no bearing on her 
route of delivery. 


Conclusion 


To preserve the uterus of a woman without 
children for childbearing, or to salvage a 
pregnancy threatened by myomas, is one of 
the most gratifying achievements in gyneco- 
logic surgery. 
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Discussion (Abstract) 


Dr. Herbert H. Thomas, Birmingham, Ala. It is 
good to hear a presentation that calls for conservation 
of the uterus in surgical procedures. Too frequently a 
hysterectomy is done where a myomectomy would 
suffice. 


Myomas can be a cause for infertility, but the infer- 
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tility may exist for several years before the myoma 
becomes apparent. More careful and frequent pelvic 
examinations may bring these small myomas to the 
attention of the examiner earlier than would be other- 
wise possible. 

Removal of even small intramural myomas may re- 
sult in pregnancy. However, myomectomy should not 
be done until a complete sterility survey of the couple 
has shown that all other factors appear to be normal. 


Many patients with myomas have bleeding problems 
resulting in severe anemia. It is best to operate on 
these patients as late as possible following the men- 
strual period and close to the next period to get the 
highest values in blood replacement, thus avoiding 
unnecessary transfusions. 

Hemostasis during operation is important. The use 
of mechanical constrictors of the blood vessels are 
good methods but one can use 0.5 to 1 cc. of Pitocin 
injected into the uterus at the time of operation. This 
offers excellent hemostasis for time long enough to do 
most of the surgical procedure necessary. 

Many myomas complicating pregnancy may be left 
alone and kept under careful observation. Occasion- 
ally, myomas may undergo degeneration or necrosis 
and cause an emergency situation. Where possible 
these myomas should be removed, allowing a wide cuff 
of tissue to remain so that tension on the uterine scar 
is prevented. It was carefully brought out in Dr. Sos- 
nowski’s paper that it is important to leave adequate 
tissue for easy closure. 

Recently such a problem presented itself, the re- 
moval from a 4 months pregnant uterus of a large 
necrotic fibromyoma; the procedure was stood well. 
Although only a thin layer of muscle tissue remained 
intact, closure was easily accomplished. She unevent- 
fully delivered a full term baby vaginally. 

I have enjoyed Dr. Sosnowski’s paper and also the 
opportunity to discuss it. 


Dr. Charles Flowers, Jr., Chapel Hill, N. C. Wt isa 
pleasure to discuss Dr. Sosnowski’s excellent paper 
which has been masterly presented. 

I would like to emphasize 3 points. 

First: Patients with myomas of the uterus should 
be carefully evaluated. Too often the mere presence of 
a myoma is used as an excuse for hysterectomy. This 
operation should not be done during the childbearing 
age until the actual or potential danger of the ute- 
rine tumor has been accurately ascertained by as many 
of the diagnostic aids as necessary. These include a 
carefully performed pelvic examination, plain film of 
the abdomen, intravenous pyelograms, uterosalpingo- 
grams and endometrial biopsies. 

Tiere are, in general, 4 indications for hystero- 
myomectomy during the childbearing age. 

(a) Myomas whose responsibility for profuse and 
abnormal uterine bleeding has been established by 
eliminating pelvic malignancy and endocrine imbal- 
ances. 

(b) Myomas which cause obstruction to the urinary 
and gastrointestinal systems. 

(c) Myomas which produce pain because of size, 
location, or loss of blood supply. 
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(d) Myomas which cause uterine enlargement of at 
least 10 cm. above the symphysis pubis. 

Second: Myomectomy is indicated during pregnancy 
only when the operation is necessary to preserve the 
pregnancy. This decision may be difficult to make. 
When there is the slightest question as to the neces- 
sity of the operation, it should be delayed. Degenerat- 
ing myomas may be successfully treated with bed rest, 
ice caps and codeine with aspirin. 

There are 4 indications for myomectomy during 
pregnancy: 


(a) Myomas which have become twisted or necrotic. 


(b) Mymoas which are producing hydronephrosis or 
renal damage. 
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(c) Myomas whose degeneration cause unbearable 
pain. 

(d) Myomas which because of their size or location 
embarrass uterine circulation and growth. 

Third: Careful consideration should be given to the 
method of delivery after myomectomy. 

Cesarean section is the method of choice if the en- 
dometrial cavity has been entered or extensive surgery 
has been done on the myometrium. Section is also in- 
dicated when the pregnancy is complicated by low- 
ered fertility, advanced age, or major obstetrical com 
plications. 

In conclusion, I would like to congratulate Dr. Sos- 
nowski on the excellent management of the three cases 
that have been presented. 
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Treatment of Cancer of the Floor of 
the Mouth and its Cervical Metastases 


by Irradiation: 


CHARLES L. MARTIN, M.D., and JAMES A. MARTIN, M.D.. Dallas, Tex. 


By proper technics and care, interstitial irradiation of cancers of the floor of the mouth 
and external x-ray radiation of metastases to lymph nodes, when present, has 


provided a satisfactory rate of five year salvage. 


By DEFINITION, the floor of the mouth is a 
crescent shaped area lying between the inner 
gum margins and the undersurface of the 
tongue, bounded posteriorly by the third 
molar tooth and the foliate papillae of the 
tongue on each side.! In frequency, carci- 
noma of this portion of the oral mucosa is 
rather low on a long list of human neoplasms. 
However, its place of importance is magni- 
fied by the facts that proximity to bone and 
frequent nodal dissemination complicate ap- 
proaches in treatment and make salvage rates 
discouraging. It is not surprising to observe, 
therefore, the numerous and varied surgical 
and radiation technics by which this tumor 
is attacked at treatment centers throughout 
the world. 

Perhaps the most valid current surgical 
thesis is one of resection of a block of tissue 
totally encompassing the tumor and oc- 
casionally the adjacent mandible, with ex- 
tension of the procedure to include in con- 
tinuity a neck dissection.?* These operations 
in skillful hands have achieved a reasonable 
salvage with deformity and disability less than 
one would expect considering their extent. 
In the presence of tumor invading mandib- 
ular bone this is probably the procedure of 
choice. Present-day radiation technics are 
considerably more varied and include the use 
of interstitial sources, molds, intra-oral and 
external beam therapy, often in conjunction 
with some surgical measure. Considerable 
enthusiasm, stimulated by modern engi- 
neering skills, is currently seen around the 


*Read before the Section on Radiology, Southern Medical 
Association, Fifty-First Annual Meeting, Miami Beach, Fla., 
November 11-14, 1957. 
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world for various types of supervoltage ap- 
paratus and teletherapy units. 

Carcinoma of the oral floor usually occurs 
initially as a lump or sore beneath the tongue, 
frequently nontender but often described as 
an irritation next to dentures. Occurrence 
laterally is less common than anteriorly, and 
there is no obvious predilection for one side 
over the other. Extension to the inferior 
surface of the tongue or the gingival mucosa 
often occurs before initial examination, 
making the site of origin difficult or impos- 
sible to classify. In more advanced lesions 
tumor may infiltrate deep into the intrinsic 
or extrinsic muscles of the tongue, as well as 
anteriorly to produce erosion or destruction 
of mandibular bone. Most clinical series re- 
port an incidence of metastases to nodes in 
a range of 50°%, usually in the submaxillary 
triangle or deep jugular chain but seldom in 
the submental group. This high rate of dis- 
semination is presumably explained in part 
by the fact that tumor emboli can easily be 
dislodged into lymphatic channels from a 
portion of the mouth almost constantly in 
motion. Hematogenous dissemination to 
distamt sites is rare, and the terminal event 
usually results from uncontrolled or re- 
current disease in the mouth or neck. 


Clinical Material 


In the years 1931 to 1952 inclusive, 62 
patients with carcinoma of the floor of the 
mouth were seen in our clinic and all received 
irradiation therapy. All primary tumors 
were proven by biopsy to be squamous cell 
carcinoma, usually of low or medium grade. 
Males predominate in the series with only 11 
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tumors occurring in women. The ages range 
from 42 years to the oldest at 85 years, with 
the highest incidence occurring in the seventh 
decade of life. There were no Negroes or 
Mexicans in the group. Although many used 
tobacco in one form or another and many 
had worn dentures for years, it remains dif- 
ficult to evaluate the significance of these 
factors etiologically. 


Method of Treatment 

\ll patients were treated primarily by low 
intensity radium needle implantations to the 
primary tumor and to the cervical metastases, 
when and if they became palpable. These 
needles are of varying lengths, but all have 
average loadings of 0.6-0.8 mg. of radium 
per cm. active length with filtration of 0.5 
mm. of platinum. Adequate use of pre- 
operative atropine greatly facilitated the pro- 
cedure by assuring dry intra-oral fields. 
All implants were done easily under local 
anesthesia employing Butyn and, in recent 
vears, Xylocaine, each containing epinephrine 
1:1000 to minimize bleeding. In the neck 
the radium therapy was augmented by 
heavily filtered external x-ray therapy gener- 
ated at 220 kv. and given while the radium 
was in place. In each instance needles were 
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TABLE 1 


CANCER OF FLOOR OF MOUTH TREATED 
WITH RADIATION ALONE 


No. of Cases Well 5 Years 


Total treated 62 29 (46.8%) 
Without nodes 28 18 (64.3%) 
With nodes 34 11 (32.1%) 

Present at admission l4 3 (21.4%) 
Appeared later 20 8 (40.0%) 
Bilateral nodes 6 1 (16.7%) 


placed in design and extent, as dictated by 
the size and configuration of the lesion, to 
deliver a dose in a range of 6,000 to 12,000 
gamma roentgens in seven days. The x-ray 
dosage to the neck amounted to a total of 
2,100 roentgens measured in air without 
back scatter, given in 6 divided daily doses. 
These technics have been described in 
greater detail in previous publications.* 
Surgical treatment was employed only in the 
event of failure of radiation or complication. 
All patients were hospitalized for one week 
during treatment to guide nutrition, control 
pain, maintain oral hygiene and perform any 
alteration or revision of needle patterns con- 
sidered necessary. This limitation of treat- 
ment to a maximum of one week is con- 
sidered a substantial economic advantage to 
most patients currently living in an era of 


FIG. 1 


(A) A proved anaplastic squamous cell carcinoma of the right anterior floor of the mouth adjacent to the inferior tongue. 
(B) Healing is complete 7 weeks after treatment. No metastases to nodes developed and he was well 2% years later. 
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the shrinking dollar. At the time of dis- 
charge, each patient was given careful in- 
structions regarding oral hygiene during the 
period of delayed radiation epithelitis and 
healing. 


Results 


‘The entire group of 62 patients has been 
followed or traced either for 5 or more years, 
or until the time of death from cancer or 
other cause. Of this group, 29 patients rep- 
resenting 46.8°% were alive and clinically 
free of disease at the end of 5 years (Table 1). 
Twenty-eight patients presented tumor local- 
ized to the site of origin while in the re- 
mainder there were various degrees of ex- 
tension to the inferior tongue, gum and 
buccal mucosa. It is somewhat surprising 
that there is virtually no difference in sur- 
vival rate between these two groups, since 
one would expect the local extent to be a 
large prognostic factor. However, when this 
extension involved bone, the outlook was 
changed and only one such patient in 4 sur- 
vived after requiring secondary resection of 
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necrotic mandibular bone. Although it is 
probably without true significance, it is 


interesting that the females of the group en- 
joyed a favorable advantage over the males 
in that 8 of their small group of 11 realized 
cures (Figs. 1 and 2). 

About half of the group, or a total of 34 
(55%) presented the problem of cervical 
lymph node metastases at some time during 
their illness. As would be expected, the 
salvage in this group fell to 32°), representing 
an appreciable drop as compared to a sur- 
vival of 64°, in those who never developed 
nodes. Bilateral neck metastases indicated 
the worst outlook as illustrated by a lone 
survivor out of a group of six. Hematogenous 
dissemination occurred rarely, there being 2 
instances of bone metastases and one of 
pulmonary metastases. Liver and brain metas- 
tases were suspected clinically in two other 
instances but were never adequately proved. 
It must be emphasized that these survival 
results are expressed in terms of absolute 
figures, and that 11 patients dying of other 
illness without obvious cancer in less than 5 


FIG, 2 


(A) An elderly man had a hard 3 cm, ulcerated tumor mass of the right anterior floor of the mouth and deep extension into 


the right anterior third of the tongue. Biopsy proved squamous cell carcinoma, grade II. 


(B) Four months later the tongue is 


soft and healing is complete, except for a small area of central necrosis in the scar which later healed spontaneously. 
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vears after treatment are included statistically 
as cancer failures (Figs. 3-5). 

It is worthy of note that a number of these 
patients lived to develop new carcinomas at 
sufficient distances from the lesions of the 
floor to consider them as new primary 
growths. Among these were four tongue 
lesions, three gum lesions, one pyriform sinus 
lesion and one in the floor of the mouth. 
Similar observations have been reported in 
other series? tending to support a thesis of an 
intra-oral cancer diathesis and adding im- 
portance to the practice of careful follow-up 
examinations in all treated patients. 


Complications 


Employing the treatment method described, 
with proper care one can expect very little 
in the way of serious sequelae. The most 
common difficulty encountered in this series 
has been one of pain within a small area ol 
localized tissue treatment 
Although primary 

about 
somewhat 


damage in the 
fields on the oral floor. 


healing was realized in 75%, it 
i 


generally occurred more slowly 


FIG. 
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than in other intra-oral lesions similarly 
treated. Necrosis requiring local excision oc- 
curred in 8 instances. In 3 cases spontaneous 
healing followed local treatment only. The 
reason for this difference in healing potential 
is not fully explained although it seems likely 
that the process of mucosal repair suffers 
somewhat in a constant bath of saliva, food 
debris and the bacterial flora of the mouth. 
In an additional instance delayed healing 
terminated in a painful ischemic scar and 
local excision was required to obtain comfort. 
It is somewhat surprising that there has been 
little difficulty with damage to the orifices 
of the submaxillary ducts and there have 
been only a few complaints of intermittent 
swelling of the submaxillary gland, ap- 
parently secondary to some impairment of 
drainage due to soft tissue fibrosis. 

There is a general feeling that interstitial 
sources of radiation should not be placed 
intra-orally close to bone, since painful 
osteonecrosis requiring mandibular resection 
is a likely result. Many of the implantations 
in this series were done immediately adjacent 


(A) A 1.5 cm. cauliflower tumor in the left anterior floor of the mouth proved histologically to be !ow-grade squamous cell 
carcinoma. Healing occurred within 2 months following treatment. (B) Three and a half years later the treated area remains 
healed but a new 2.0 cm. carcinoma in the right anterior floor has developed in association with a metastatic node in the 
right upper deep jugular chain. Treatment of these lesions resulted in complete regression, but the patient died 9 months 


later of heart failure. 


5. 
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to mandibular bone and in most cases without bone damage occurred to produce minute 
subsequent clinical evidence of any damage. areas olf localized sequestration. Healing oc- 


On 3 occasions, however, sulticient localized curred promptly without breaking the 


FIG. 4 


D>: 
(A) A large cauliflower grade II squamous cell carcinoma occupied the entire left lateral oral floor with deep extension palna- 
ble throughout most of the left half of the tongue and a 4.0 cm. hard mass of left submaxillary nodes. Three months after 
therapy (B) the palpable oral tumor had regressed, mucosal healing was almost complete and he had regained 20 pounds. 
(C) A similar lesion in another patient measured 4.0 cm, in length and involved the lateral tongue margin and left gingiva. 
Thirteen months later (D) there had been smooth healing in the mouth at the time of treatment for metastatic nodes high in 
the left deep jugular chain. 
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mandibular continuity alter the fragment of patients returned and allowed early removal 

dead bone separated. This process could have — of the sequestra surgically. Occasional serious 

been expedited in all probability had these mandibular damage occurred early in the 
FIG. 5 


4) A 3 cm. squamous cell carcinoma of the right lateral floor of the mouth and inferior tongue, associated with a large 8 
cm. mass of metastatic nodes in the right upper neck, and 8 months later contralateral left submaxillary nodes. (B) The pri- 
mary result in the mouth is shown 5 months later. In (C) and (D) are shown the typical appearance of the neck over 2 years 
after initial therapy. 
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series when intra-oral and cervical treatment 
were applied simultaneously in close prox- 
imity to, and overlapping a segment of the 
mandible. Two cases of mandibular necrosis 
requiring mandibular resection, and one ot 
post-treatment fracture requiring wiring oc- 
curred as a result of earlier technics. Since 
this type of treatment has been abandoned, 
no further cases of severe mandibular 
necrosis have occurred and it is probable that 
this complication has been obviated. 


Discussion 


In 1924, Professor Claude Regaud® of Paris 
stated that effective radium therapy required 
heavy metal filtration of the gamma rays and 
that continuous therapy be extended over 
6 to 10 days. From this study we may con- 
clude that application of these principles 
with interstitial radium sources of low in- 
tensity is a valid and worthwhile approach to 
carcinoma of the floor of the mouth. The 
absolute salvage is reasonable and compares 
well with that obtained in many treatment 
centers employing various other radiation 
and surgical technics and often reported as 
determinate results (Table 2). It is possible 
that this comparatively high salvage rate may 
be due in part to a smaller incidence of 
primary mandibular involvement than in 
some other series. On the other hand there 
was no scarcity of metastases to nodes. The 
treatment method is actually rather simple in 
application, requiring only reasonable at- 
tention to detail, average dexterity and 
logical adherence to a few fundamental 
principles of radiation dosage and_protec- 
tion. The skill to perform the complex 
anatomic dissections required in the “Com- 
mando” operations and extensive neck dis- 
sections would seem much more difficult to 
acquire. 


Perhaps the greatest opposition to these 


TABLE 2 


CARCINOMA OF FLOOR OF MOUTH 
RESULTS 


Author Cases Cures Type of Treatment 
Bervin (1932) 32 34% Teleradium and endothermy 
Cade (1953) 89 27% Radiation and surgery 
Windeyer (1953) 99 26.6% Radiation 

Gardham (1953) 72 28% Surgery and radiation 
Dobbie (1953) 345 30% Radium 

H. Martin (1957) 379 42% Surgery 

Martin and Martin 62 46.8% Radium 
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technics has come from those reluctant to 
accept radiation as a reasonable primary ap- 
proach to metastases to cervical nodes. A 
valid criticism has been that proof of its 
effectiveness has not been totally substanti- 
ated by histologic verification. In this series 
the same criticism may be offered, since only 
one-third of the cases with palpable nodes 
were so proved. There is little actual doubt, 
however, as to the genuine nature of these 
nodes since all of them occurred in the 
drainage pathways of proved primary lesions 
and the majority measured well over a centi- 
meter in diameter. The salvage of 11 out of 
34 in this group constitutes a 32° rescue and 
includes some cases frankly unsuitable for 
surgical dissection. This figure compares 
favorably with surgical yields and seems to 
justify continuation of the method. 

Although mandibular destruction by tumor 
has been considered by some as no absolute 
contraindication to radiation therapy,7> we 
are inclined to agree with others that a pri- 
mary surgical approach in this situation is 
more direct and logical. The one patient in 
four surviving this complication in the pres- 
ent series did so after requiring subsequent 
resection of painful necrotic bone, and it is 
likely that he would have done as well or 
better had this procedure been done initially. 
The exception to this thesis would be in the 
elderly or feeble individual, unsuitable as a 
surgical risk, in whom the simpler radiation 
technic may be offered primarily as palliation 
or to steal time until general physical im- 
provement would allow survival through 
surgery. If the bone lesion appears to be one 
of erosion by adjacent tumor rather than 
actual invasion and destruction, the chances 
of successful eradiation by radiation are 
improved. 


Most reported radiation technics are ac- 
companied by unfortunate incidences of pain- 
ful mandibular osteonecrosis, and 3 such 
cases occurred in the earlier years of this 
series. With elimination of heavy mandibular 
radiation by avoiding overlapping technics, 
this complication has not been encountered 
for a number of years. Other lesser radiation 
sequelae persist in the form of occasional de- 
layed healing or necrosis in soft tissue, and 
rare instances of minute segments of denuded 
and devitalized bone prolonging discomfort 
and delaying healing. In such cases, we have 
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depended heavily upon our surgical col- 
leagues whose skill and judgment have pro- 
vided these patients much comfort and 
shortened convalescence by simple corrective 
surgical maneuvers. In significant contrast 
to these complications, however, many dis- 
comforts inherent in other therapeutic ap- 
proaches are obviated. Local anesthesia en- 
tirely eliminates minor dangers of general 
anesthesia, and up to the present no untoward 
reaction either to the local agents or epi- 
nephrine have been encountered. Initial 
intra-oral edema subsides in the first day or 
two alter implantation, and most patients 
were able to maintain adequate nutrition 
with reasonable comtort on liquid or soft 
solid diets during the remainder of hospitali- 
zation and convalescence. Only rarely is it 
necessary to subject an occasional debilitated 
patient to the discomfort of tube feeding. 
Tracheotomy has not been performed in any 
instance. Intrinsic and extrinsic muscles of 
the tongue are spared when primary excision 
is avoided and the sequel of inarticulate 
speech is thus obviated. Primary resection of 
bone is not required and mandibular function 
and contour are maintained without jeopard- 
izing prognosis. Most patients are again able 
to wear their dentures functionally and with 
comlort once healing has occurred. Post- 
operative oral fistulas have not been _en- 
countered. 

In final contrast to primary radical surgery, 
primary radiation is not a_bridge-burning 
procedure and failure of radiation with these 
technics can be tollowed by radical surgery 
with reasonable expectation of wound heal- 
ing. A complication of external beam 
therapy, regardless of the type and energy of 
the source, is a possibility of late dental caries 
possibly leading to mandibular osteomyelitis. 
For this reason most therapists feel that ex- 
traction of all teeth before therapy is manda- 
tory. Low intensity sources of radiation ap- 
proximated accurately to the tumor localizes 
the radiation and, thus, viable teeth can be 
spared without danger unless they should 
lie within the implantation site. These same 
sources applied directly adjacent to bone ap- 
pear less caustic than sources of higher in- 
tensity and the liability of osseous damage is 
minimized. Not to be minimized is the factor 
of economy of time provided a patient in 
limiting his treatment to one week rather 
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than protraction of the dosage over a number 
of weeks or months. Finally, of importance 
is the economy to the therapist who has only 
the cost and maintenance of conventional 
x-ray equipment and knows that the decay 
factor of radium will allow him prolonged 
service for much more than his lifetime. 

There is considerable discussion currently 
among surgeons regarding prophylactic neck 
dissection in cases of cancer of the head and 
neck most prone to lymphatic metastases. 
Because of the liability of mandibular dam- 
age, overlapping prophylactic — radiation 
technics were abandoned in this clinic some 
years ago. Re-examination of the salvage 
rate in this series (Table 3), however, raises 
the question of the possible value of such 
surgical measures. The potential candidates 
for prophylactic dissection were those who 
never developed nodes and those who de- 
veloped them after initial treatment of the 
primary tumor, making a total of 48 patients 
or 77°% of the entire group. With the treat- 
ment methods outlined, the salvage of 54% 
was achieved in these 48 cases without pro- 
phylactic measures. It can also be seen that 
by adding the number who never developed 
enlarged nodes to the 8 patients salvaged 
after nodes were involved, one obtains a sum 
of 36 patients in which the operation would 
have added nothing. Stated differently, 
roughly 3 out of 4 operations would have 
been needless. 


Summary 


From 1931 to 1952 a series of 62 unselected 
cases of primary cancer of the floor of the 
mouth was treated by radiation technics both 
to the primary lesion and its cervical me- 
tastases. The over-all absolute 5 year salvage 
was 46.8°% in spite of the fact that over half 
of the series presented the problem of me- 
tastases to cervical nodes at one time or an- 
other. A degree of palliation even in the 


TABLE 3 


CASES SUITABLE FOR PROPHYLACTIC 
NECK DISSECTION 


No. of Cases Well 5 Years 


Never developed nodes 28 18 
Developed nodes later 20 8 

48 26 (54.1%) 
Dissection not needed—28 + 8 = 36 (75%) 
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failures is implied by the fact that healing 
of the primary lesion was obtained in 75% 
of the entire group. Serious necrosis of bone 
due to irradiation occurring in a few of the 
earlier cases has been eliminated by _per- 
fection of radiation technics. 
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Personality in Pregnancy and Labor: 


JESSE CALDWELL, M.D., C.M., Gastonia, N. C. 


The author uses an interesting approach to the complications of pregnancy and labor. 
Many more similar observations must be made before final conclusions can be drawn. 


Great pRoGREss has been made in maternal 
care in the last generation. Prenatal care and 
hospitalization for delivery have become ac- 
ceptable to all and are now routine. Infection 
has been almost completely eradicated. Medi- 
cal students are familiar with facilities 
and procedures for the management of 
antepartum and _ postpartum hemorrhage. 
Toxemia and other complications of 
pregnancy continue under scrutinizing eyes. 

Also, in the past few years psychosomatic 
medicine has come to the front and many 
organic conditions are being re-evaluated re- 
garding the possibility of a psychogenic cause. 
The fabulous use of the tranquilizing drugs 
is testimony to the generalized acceptance 
that emotion and behavior play principal 
roles in the ills of human beings. 

There has been considerable interest in 
the possibility that the psyche may play some 
role in the operative mechanisms of some 
complications of pregnancy such as toxemia, 
uterine inertia, and hyperemesis. While there 
is usually some suggestion that psychologic or 
physiologic stress may have something to do 
with the etiology of these conditions, most of 
the reports on these subjects have lacked con- 
creteness. In an effort to determine whether or 
not personality (behavior tendency) is related 
to some of the obstetric complications, a study 
has been made using readily available fac- 
tual data that is usually gathered during 
pregnancy and labor. 


Material and Methods 


‘The prenatal and labor records of 300 con- 
secutive recently delivered white private pa- 
tients, who were seen over a period of at 
least 20 weeks, have been reviewed. These 
patients were classified and separated into 
three personality groups: (1) emotional, (2) 
well adjusted and (3) unhappy. 


*Read before the Section on Obstetrics, Southern Medical 
Association, Fifty-First Annual Meeting, Miami Beach, Fila., 
November 11-14, 1957. 


Into the emotional group were placed the 
aggressive and extroverted type of patient. 
These usually exhibited signs of anxiety, 
spoke with a positive and somewhat loud 
voice and in general would fall into the 
peptic ulcer type group. These patients were 
frequently vivacious and very charming but 
were tense and unable to relax especially dur- 
ing the pelvic examination. They were usually 
“go-getters” and it was not unusual for them 
to miss their appointments because of con- 
flicts with club meetings or other activities 
outside the home. 

The patients in the well-adjusted group 
were easy to get along with. They answered 
“fine” to the question “how do you feel to- 
day?” They usually registered during the first 
trimester of pregnancy and seemed to behave 
so well that they were out of contact except 
during office visits. They seemed to appre- 
ciate the professional services. They were re- 
laxed during the consultation and examina- 
tion and cooperated to the fullest extent. 

The patients in the unhappy group were 
the easiest to classify. They never felt well 
and offered many complaints during the pre- 
natal course. They complained of pain in 
various parts of the body, dizzy spells, black- 
out spells, insomnia, constipation, fatigue and 
weakness. The examinations were usually 
negative and prescriptions and medications 
did not seem to help. These patients took 
to their bed frequently, could not do their 
daily chores because of abdominal and leg 
pains and they doubted if they could carry 
the baby much longer in their condition. It 
was not unusual for patients in this group 
to give a history of having a different obste- 
trician for each pregnancy and frequently 
they begged for tubal sterilization. 

Figure | shows the classification of per- 
sonality of the 300 obstetric patients in this 
series. Twenty-seven patients, or 9%, were 
in the emotional group, 232 patients, 77.4%, 
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FIG. 1 


PERSONALITY CLASSIFICATION OF 300 OBSTETRIC PATIENTS 


Emotional 9% Anxious 
27 Loud 
Aggressive 
Extroverted 
Well Adjusted 77.4% 
232 
Introverted 
Passive 
4 Quiet 
Unhappy 13.6% Hypochondriacal 
41 


fell in the well-adjusted group and 41 pa- 
tients, or 13.6°,, were in the unhappy cate- 
gory. 

Results of Analyses 


Table | shows some of the results of the 
study. 


In general all patients were not restricted 
in their caloric intake. They were encouraged 
to eat well, to include some protein in each 
meal and were advised to be active through- 
out their pregnancy. The average weight gain 
in the groups was 24.3 pounds, 24.1 pounds 
and 22.9 pounds, respectively. 


Many reports dealing with nausea and 
vomiting of pregnancy state that apparently 
there is an emotional or psychologic factor 


TABLE 1 
BEHAVIOR OF 300 PATIENTS DURING PREGNANCY 


Emotional Well-Adjusted Unhappy 
Group (27) Group (232) Group (41) 
Average weight gain 24.3 Ibs. 24.1 Ibs. 22.9 lbs. 
Hyperemesis—sub- 
jective only 14 (51.9%) 74 (31.9%) 9 (21.9%) 
Hy peremesis—objective 
(acetonuria) $ (11.1%) 19 ( 8.2%) 9 (21.9%) 


Minor nonobstetric 
disturbances 

Admitted for toxemia 
treatment 0 ll ( 4.7%) 

Admitted with false labor 2 ( 7.4%) 16 ( 6.8%) 

Admitted for other 
reasons 


11 (40.8%) 71 (30.6%) 12 (29.2%) 


5 (12.2%) 
8 (19.5%) 


2 (74%) 15 ( 64%) 10 (24.4%) 
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involved. In this series the incidence of hyper- 
emesis was determined as a subjective and 
objective finding. If the patient complained 
of nausea and vomiting the urine was ex- 
amined for acetone. If the acetone test was 
positive an objective entry was made, but if 
it were negative a subjective entry was made. 
Acetonuria gives concrete evidence of a mod- 
erately severe condition. In the entire group 
of 300 patients there were 172 who did 
not complain of hyperemesis during their 
pregnancy. The incidence of no complaint 
in the groups was 37%, 59.9% and 56.2%, 
respectively. A surprise finding was that 23 
out of 41 patients in the unhappy group did 
not complain of nausea and vomiting during 
their pregnancy. The incidence of the sub- 
jective complaint of nausea and vomiting was 
51.9%, 31.9% and 21.9%, respectively. In the 
unhappy group the incidence of acetonuria 
was twice that in the other 2 groups. 

Minor nonobstetric disturbances were those 
that did not require hospitalization but were 
of sufficient degree to get attention, to be 
evaluated and possibly treated. These in- 
cluded various upper respiratory infections, 
monilia and trichomonas vaginitis, hemor- 
rhoids and skin rashes. The incidence in the 
emotional group was 40.8%, well-adjusted 
group 30.6% and unhappy group 29.2 per 
cent. 


Those admitted for treatment of toxemia 
included patients with a toxemia of pregnancy 
of such degree to warrant hospitalization. It 
did not include many patients with salt and 
water retention without hypertension or albu- 
minuria. Sixteen patients of the entire series 
were hospitalized, an incidence of 5.3 per 
cent. No patient in the emotional group was 
hospitalized for toxemia, while in the well- 
adjusted group the incidence was 4.7%, and 
in the unhappy group 12.2 per cent. 


To determine the incidence of false labor 
in the three groups, admission to the hospital 
was used to exclude the patient’s subjective 
complaint of painful contractions as the sole 
criterion. There were 26 admissions for false 
labor, an over-all incidence of 8.7 per cent. 
The incidence in the emotional and well- 
adjusted groups was 7.4% and 6.8%, respec- 
tively, while in the unhappy group the inci- 
dence was 19.5% or about three times of that 
of the other groups. 


The patients “admitted for other reasons” 
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included those admitted to the hospital for 
reasons other than toxemia and false labor. 
This included both obstetric and nonobstetric 
complications such as hyperemesis, vaginal 
bleeding, gastroenteritis, upper respiratory 
infections, anemia, and pyelonephritis. There 
were 27 such admissions for an incidence of 
9%, in the over-all group, and 7.4%, 6.4%, 
and 24.4%, respectively, for the three per- 
sonality groups. The unhappy group of pa- 
tients had an incidence of “admitted for other 
reasons” of 3 to 4 times that of the other two 
groups. 

Table 2 shows the amount of medication 
prescribed for patients in the three groups 
during pregnancy. An ideal condition existed 
if the patient received only one prescription 
for medication during pregnancy and _ this 
was for her mineral-vitamin supplement. If 
a patient received more than one prescrip- 
tion, some symptom or finding would be the 
cause. One hundred and twenty-five patients 
of the 300 received no additional medication 
during pregnancy and for the groups there 
was an incidence of no additional medication 
of 29.6%, 45.6%, and 26.8%, respectively. 
The table also shows the number of prescrip- 
tions up to three or more given in each group. 


Table 3 shows results of a study of the 
labors of the 114 primiparas in this series. 
Multiparas were excluded from this study: 
The average length of labor in each of the 
three groups was 5.33 hours, 7.13 hours and 
11.9 hours, respectively. There was no inci- 
dence of desultory labor or uterine inertia in 
the emotional group. In the well-adjusted and 


TABLE 2 


MEDICATION DURING PREGNANCY 
(EXCLUDING CALCIUM) 


Number of Emotional Well-Adjusted Unhappy 
Rx's Given Group (27) Group (232) Group (41) 
None 8 (29.6%) 106 (45.6%) 11 (26.8%) 
1 7 (25.9%) 67 (28.8%) 13 (31.7%) 
2 6 (22.2%) 45 (19.4%) 10 (21.9%) 
3 4 (14.8%) 10 ( 4.3%) 2 ( 4.9%) 
More 2 ( 7.4%) 4 ( 1.7%) 5 (12.2%) 
TABLE 3 
LABOR OF 114 PRIMIPARAS 
Emotional Well-Adjusted Unhappy 
Group (3) Group (102) Group (11) 
Average length 
of labor 5.33 hrs. 7.13 hrs. 11.09 hrs. 
Desultory labor or 
uterine inertia 0 6 (5.9%) $3 (27.3%) 
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TABLE 4 
AMOUNT OF ANALGESICS DURING LABOR 


Patients Emotional Well-Adjusted Unhappy 

Receiving Group (25) Group (220) Group (38) 

Less 4 (16%) 46 (20.9%) 7 (18.4%) 

Usual 19 (76%) 166 (75.5%) 28 (73.7%) 

More 2 ( 8%) 8 ( 3.7%) 3 ( 7.9%) 
TABLE 5 


POSTPARTUM OFFICE EXAMINATIONS 


Emotional Well-Adjusted Unhappy 

Examinations Group (27) Group (232) Group (41) 
None 3 (11.1%) 24 (10.3%) 4 ( 9.8%) 

l 4 (14.8%) 66 (28.4%) 15 (36.8%) 

2 11 (40.8%) 103 (44.4%) 16 (39% ) 
More 9 (33.3%) 39 (16.3%) 6 (14.6%) 


unhappy groups there was an incidence of 
these conditions of 5.9% and 27.3%, respec- 
tively. 

Table 4 shows the results of a study of the 
amount of analgesics used during labor in 
the three groups. The usual situation was 
one that included giving the patient 100 mg. 
of meperidine when the uterine contractions 
were of sufficient quality to cause something 
more than discomfort. This was followed in 
15 minutes with 1/150 grain of scopolamine. 
Later, when delivery was imminent, 4 grains 
of pentobarbital would be administered intra- 
venously. Frequently this would be all the 
analgesia or anesthesia required for delivery. 
For all practical purposes there was very little 
difference in the analgesic requirements of 
the three groups. 


Some information about the behavior of a 
patient may be obtained by noting the num- 
ber of postpartum office visits she makes. 
Some patients never return for postpartum 
examinations. Table 5 shows that roughly 
10% in each of the three groups had no 
postpartum examination. Ideally the patient 
should return for two postpartum examina- 
tions. This occurred in approximately 40% 
of each of three groups. However, 33.3% of 
the patients in the emotional group returned 
for more than two postpartum examinations 
and this was roughly two times greater than 
in the well-adjusted or unhappy groups. 


Comment 


This study was undertaken to determine 
the difference, if any, of behavior and inci- 
dence of complications during pregnancy and 
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labor in three personality groups. The find- 
ing of an increased incidence of one type 
of situation in one particular personality 
group is not intended to indicate that the 
personality of the patient is the cause of the 
situation. It could be, for example, that what- 
ever causes one patient to have a slower labor 
than another may also be the cause of her 
unhappy behavior reaction. 


There was essentially no change found in 
the average weight gain of the patients in 
the three groups. This finding is contrary to 
the suggestion that the maladjusted patient 
is the difficult one to handle regarding weight 
gain during pregnancy. The incidence of sub- 
jective hyperemesis was found to be more 
than 50% in the emotional group and only 
21.9% in the unhappy group. This may be 
a pertinent finding for those who claim that 
there is some psychologic cause for hyper- 
emesis. However, this subjective symptom was 
also found in nearly 32% of the well-adjusted 
patients. The incidence of the combined types 
of hyperemesis was approximately 54% in the 
emotional group and 39% and 51%, respec- 
tively, in the well-adjusted and unhappy 
groups, a finding which is practically the 
same. 

The high incidence of toxemia in the un- 
happy group of patients may be of some 
significance. The increased incidence of false 
labor and other hospital admissions in the 
unhappy group also suggests that these pa- 
tients are not only unhappy in their behavior 
reaction but also behaved abnormally physio- 
logically. This physiologic abnormality is 
noted again by the finding of the increased 
length of labor and the incidence of desultory 
labor or uterine inertia in the unhappy 
group. 

The finding of the three groups getting 
the same amount of analgesics during labor 
confirms an opinion that one could not ac- 
curately predict beforehand, the amount of 
medication that would be required by a pa- 
tient during a labor. In some instances an 
apparently well-adjusted patient would be- 
have unusually during labor and require 
larger amounts of analgesics. On the other 
hand, many of the emotional type patients 
would demand very little analgesia. Appar- 
ently the conscious personality of the patient 
is related very little to the amount of anal- 
gesia required or given during labor. 
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Summary 


The prenatal and labor records of 300 re- 
cently delivered patients were reviewed. These 
patients were separated into 3 personality 
groups and these groups compared. In the 
unhappy group there was an_ increased 
incidence of hyperemesis with acetonuria, 
toxemia, false labor, and other conditions re- 


quiring hospital admission. Primiparas in the 


unhappy group were found to have an aver- 
age labor which was considerably longer than 
in the other two groups and a greater inci- 
dence of desultory labor and uterine inertia. 
The emotional group of patients had a 
strikingly higher incidence of subjective 
hyperemesis. The findings were practically 
the same when comparisons were made of a 
number of other situations. 


Discussion (Abstract) 


Dr. Lawrence L. Hester, Jr., Charleston, §. C. Dr. 
Caldwell is to be congratulated upon his study of a 
patient’s personality and the role that it may play 
in pregnancy and labor. He should be encouraged 
to continue this study until a much larger series is 
available for evaluation. Psychiatric classification of 
these patients is desirable, but is probably impractical. 
The problem of deciding whether a patient should 
be placed in the emotional, well-adjusted, and un- 
happy group would not only depend upon the per- 
sonality of the patient, but also the personality of 
the interviewing physician. It would be interesting to 
see how two or more obstetricians would group 
obstetric patients according to the above classification. 


However, I do feel that certain conclusions can be 
drawn from Dr. Caldwell’s paper. The outstanding 
finding is that the unhappy group appeared to be 
the emotionally sickest group, in that there was a 
definite higher incidence of the serious complications, 
toxemia 12.2% as to 4.7% and zero per cent. A higher 
percentage was also admitted for false labor and for 
other reasons. The average length of labor in the 
unhappy group of primiparas was 11.09 hours with 
27.3% of the cases having desultory labor or uterine 
inertia. Thus there appears to be some correlation 
between the patients having fairly severe emotional 
illness and the complications of pregnancy. Exactly 
what this means we cannot say, but suggests that the 
unhappy group of patients, those that have the most 
complaints, are the sickest patients, emotionally and 
obstetrically. One could say it in another way, namely, 
that patients are unhappy because of the complaints 
they have, but this is not true since most of the 
severe complications occurred in the last trimester of 
pregnancy and not earlier. 

I urge Dr. Caldwell to continue his study to see 


if the conclusions that he has reached today are valid 
in a larger series. 


Dr. W. H. Grimes, Jr., Atlanta, Ga. Dr. Caldwell 
has presented a subject which calls to mind the close 
interrelationship of psychology and obstetrics. It is 
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one which should provoke increasing research in both 
fields. 

It has long been recognized that certain charac- 
teristics of body build predispose to certain diseases 
or patterns of abnormal physiology. This paper is a 
refreshing approach to the correlation of personality 
types to abnormal physiology of pregnancy. 

The classification of pregnant women into _per- 
sonality types presents many inherent difficulties. A 
so-called “well-adjusted” individual might well be an 
introvert or an extrovert. Pregnancy portends a myriad 
of personality changes,—to one woman it may be a 
period of stress, while to another it may be an inter- 
lude of release. We are all acquainted with the 
attachment many women develop for their obstetrician 
which makes any classification of personalities even 
more difficult for him. 

It is noted that these patients were classified in 
retrospect. It is surely a fine line to walk to view 
entirely objectively a patient whom we have followed 
through a pregnancy. The patient who makes few 
phone calls, who has no complaints with which to 
mar the pleasantness of her antepartum visits, and 
who has a short and easy labor, is likely to be re- 
membered as a well-adjusted individual. Conversely, 
the patient who has several hospital admissions, ot 
who requires attendance through a long, tedious and 
painful labor, perhaps with her family at hand to 
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offer suggestions, is seldom recalled without a shudder, 
and might readily be transferred in the physician’s 
mind to the “unhappy” column. These thoughts sug- 
gest the value of a personality classification before 
or early in pregnancy, rather than a retrospective 
analysis as Dr. Caldwell has used. 


It was surprising to note that the incidence of the 
subjective symptom of nausea was lowest in the “un- 
happy group,” though as we might expect exaggerated 
nausea with acetonuria occurred with twice the fre- 
quency in this group. One of the most significant 
findings was the high incidence of “false labor” oc- 
curring in the “unhappy patients.” In the statistics 
regarding the length and character of labor it would 
seem necessary to include all patients rather than 
primiparas alone to make the study complete. The 
average length of labor in the “emotional” and “well- 
adjusted” group seems unusually short, and in the 
“unhappy group” was not abnormally long. The data 
on toxemia were interesting but involved too few 
patients to be conclusive. 

The complexity of the personality of the pregnant 
patient is reason sufficient to explain the scarcity of 
research and reports on this subject. As an obste- 
trician, busy with the many day to day problems of 
private practice, who is inquisitive enough to study 
the behavior pattern of his patients and correlate 
this to physiologic change, Dr. Caldwell is to be 
commended. 
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Mental Health Education with a 
Professional Group: some Implications 


for the Medical Profession* 


HERBERT A. OTTO, Ph.D., Athens, Ga., and RIVES CHALMERS, M.D.,t 


Atlanta, Ga. 


The authors have described their technics in this field and a 


review of the program in terms of results. 


THIs PAPER is based on five years of experi- 
ence in mental health education by con- 
ducting in-service training workshops, study 
groups and seminars in school systems, facul- 
ties, teachers and administrators in many 
parts of Georgia. As Assistant Professor of 
Mental Health at the College of Education, 
University of Georgia, it has been the respon- 
sibility of one of the authors of this paper to 
administer a Mental Health Education Pro- 
gram. This program is a demonstration pro- 
ject of the Division of Mental Hygiene of the 
Georgia State Health Department, and is con- 
ducted in cooperation with the University of 
Georgia, College of Education. 


Introduction 


From a number of years of experience in 
the field, the following definition of mental 
health education emerged: ‘Mental health 
education is the process of supplying informa- 
tion and concepts based on the needs of train- 
ing groups and dealing with the area of men- 
tal health and illness in such a manner as to 
encourage the development of mature atti- 
tudes and promote professional competence.” 


Mental health has come to be considered 
the Nation’s number one health problem. 
The medical profession is assuming a major 
responsibility for professional leadership in 
this area. The development of professional 
leadership brings with it a need to keep in- 
formed about what is being done in the field 
and the realization that training programs 
can greatly accelerate the emergence of re- 


*Read before the Section on Neurology and Psychiatry, 
Southern Medical Association, Fifty-First Annual Meeting, 
Miami Beach, Fla., November 11-14, 1957. 

+From the College of Education, University of Georgia, 
Athens, Ga., and the Atlanta Psychiatric Clinic, Atlanta, Ga. 


sponsible and effective leadership. This paper 
presents some impressions and observations 
which are the result of five years experience 
in the field of mental health education. 


Framework of This Study 


This study is based on mental health educa- 
tion programs which were conducted primar- 
ily with members of the teaching profession. 
Of a total of 86 training sessions, 11 were with 
public health nurses, 4 with ministers, and 71 
with teachers. Requests for mental health 
education were largely voluntary in nature. 
Approximately 80% of the requests came as a 
result of decisions made by a program com- 
mittee or an informal group census rather 
than by a decision by higher (administrative) 
authority. Training and consultation requests 
by school systems were usually addressed di- 
rectly to the University whereas public health 
nurses sent their requests through public 
health channels. All of these programs were 
in the nature of in-service training. Sixty-eight 
programs were conducted on the “home 
ground” of the participants with the remain- 
der evenly divided between on-campus ses- 
sions held at other central locations. 


Of the 86 programs there were 21 single 
sessions (lasting up to 214 hours) and 30 half- 
day sessions. There were 19 full day, 10 two 
day and 6 three day training programs. In 
other words less than a quarter of the total 
programs were of the single session variety, 
with better than 55% of the total following 
the half day to full day training pattern. 


It should be pointed out that consultation 
and preplanning with local program com- 
mittees or other sources of responsible leader- 
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ship was a standard procedure in the develop- 
ment of training programs. This was done in 
order to determine local needs and interests 
and to explore what local resources could be 
utilized. 


Material Resources Used 


Whenever possible, local professionally 
trained resources were drawn upon. Visiting 
Teachers (School Social Workers), School 
Guidance Workers or locally based mental 
hygiene personnel were invited to participate 
in programs as resource persons. For two or 
three day workshops, consultants and resource 
persons were also obtained from higher insti- 
tutions of learning located within reasonable 
travel distance, as well as from the State Divi- 
sion of Mental Hygiene. 


A somewhat limited number of material 
resources were available at the time the men- 
tal health education project at the University 
of Georgia was initiated. The resources con- 
sisted of films, pamphlets, and other publica- 
tions. However, in the short space of five 
years the number and quality of educational 
aids has increased markedly. 


During all workshop experiences, a contin- 
uous program of evaluation of all educational 
aids was carried on. Whenever possible, group 
members were asked to evaluate the effective- 
ness of educational aids. As a result of this 
activity, it was possible to define a core of five 
films which seemed to have general appeal to 
professional groups by stimulating thought 
and discussion: 

1. “Preface to a Life,”—United World Film Com- 
pany. 

2. “Feeling of Hostility,”—McGraw-Hill Film Com- 
pany. 

3. “Feeling of 
Company. 

4. “Angry Boy,”’—Mental Health Film Board. 


5. “Fears of Children,”"—Mental Health Film 


Board. 


A list of approximately 30 pamphlets and 
books was compiled and kept current. From 
the list a group of 10 pamphlets was judged 
to be most valuable and useful. These are: 

1. “A Pound of Prevention,”"—Committee on Men- 
tal Health, State Charities Aid Assn., New York City. 


2. “Emotional Problems of Illness,”"—Science Re- 
search Associates, Chicago, III. 

3. “Helping Children Solve 
Research Associates, Chicago, III. 


4. “Keystones in Psychological Thinking About 


Rejection,”—McGraw-Hill Film 


Problems,”—Science 
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Young Children,”"—The National Committee for Men- 
tal Hygiene, Inc., New York City. 


5. “Mental Health is a Family Affair,”—Public 
Affairs Pamphlets, New York City. 


6. “Understanding Hostility in Children,”—Science 
Research Associates, Chicago, III. 


7. “Teachers and Behavior Problems,’—The Com- 
monwealth Fund, New York City. 


8. “Teacher Listen—the Children Speak,’—Com- 
mittee on Mental Health, State Charities Aid Assn.. 
New York City. 

9. “The Why and How of Discipline,”—The Child 
Study Association of America, Inc., New York City. 

10. “Toward Mental Health,”—Public Affairs Pam 
phlets, New York City. 

Finally, a continuous survey was made of 
new books and publications, and a traveling 
“sample” professional library for use by work- 
shop participants was organized. Displays of 
pamphlets and books were used at all pro- 
grams. Participants were encouraged to leaf 
through and become familiar with resource 
material. During programs lasting two or 
three days, workshop participants were en- 
couraged to sign out materials. A folder of 
“current items” or teaching aids was also 
kept. This consisted of articles on mental 
health clipped from local newspapers and 
popular magazines as well as professional 
journals. This folder was passed around dur- 
ing the session or workshop. Such articles or 
items served as springboards for discussion as 
group members related reading material from 
the folder to local experiences or cases. For 
programs of 2 to 3 days duration participants 
were urged to bring articles or clippings on 
mental health to the sessions for use as teach- 
ing aids. 

Depending on the available supply, i was 
made a standard policy to give out at . >. 
one free piece of literature such as the ; 
phlet, “Mental Health is . . . 1-2-3,” at e. .y 
program.! Any such literature was used as 
content material at appropriate moments. 


Technics of Presentation 


Technics of presentation of the material 
have varied. The lecture method and a pre- 
pared agenda was used in the beginning. This 
was shortly found to be ineffectual. Use of the 
lecture method was found to be ineffectual 
for a number of reasons: (1) Oftentimes local 
needs and interests did not clearly emerge 
during preplanning or underwent consider- 
able modifications between the preplanning 
consultation and the time of delivery of the 
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lecture. (2) Deeply rooted misconceptions and 
inculcated misinformation as well as unsound 
attitudes could not be dealt with via the lec- 
ture method. (3) Material on mental health 
inevitably aroused some feelings of anxiety 
and hostility in group members. These feel- 
ings often needed to be handled ‘on the 
spot,’’—obviously impossible during a lecture. 
(4) It was difficult to meet individual needs 
and concerns via the lecture method. (5) It 
was observed that the unsatisfied needs and 
concerns, the anxiety and hostility aroused by 
the nature of the material, as well as the 
method of presentation, constituted a barrier 
to assimilation and learning. Finally, (6) 
“Experience has shown that a course based on 
the giving of information by experts leaves 
trainees dependent, insecure and unskilled.”* 


It is of interest to note that during the use 
of the lecture method, the post-lecture “ques- 
tion period” was either marked by sluggish- 
ness and apathy or by an extreme question- 
pressure as many members vied to gain the 
floor to air their needs or ventilate their 
feelings. 


A new method of presentation was devel- 
oped with the view of creating the type of 
learning climate which would facilitate free 
thinking and discussion centered around the 
needs and level of development of the partici- 
pants. It was found that such a climate could 
most satisfactorily be attained by concentrat- 
ing on the quality of relationships existing 
between workshop participants in the begin- 
ning of the session and by exploring how the 
quality of relationships influences the learn- 
ing process. The objective was for members to 
“get to know each other,” to lessen social and 
interpersonal isolation, to lower anxiety, and 
to help group members to assume increasing 
responsibility in the learning process. To this 
end, the question of “getting to know each 
other” was usually the first joint responsibil- 
ity to be worked through by the group and 
instructor together. 


Another aspect of this method of presenta- 
tion was to meet the professional group 
“where it was” in terms of its level of develop- 
ment. The level of development was deter- 
mined by helping the group to explore both 
expressed and implied needs in relation to the 
subject area. This was done by “agenda build- 
ing.” After a brief statement about the pro- 
gram or workshop, participants would be in- 
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vited to submit questions and sub-areas which 
they wanted to explore. The group was then 
asked to organize the questions and areas in 
such a way as to facilitate learning, interest, 
and approach to the subject. Following the 
organization of content possibilities, existing 
material resources and teaching aids would be 
discussed by the instructor. Group discussions 
were encouraged as to which films should be 
shown and where they would fit into the con- 
tent organization. 


A further change in the technic of presen- 
tation was introduced after several groups 
were encountered which had difficulty build- 
ing an agenda because of an almost total lack 
of information about the field of mental 
health. In these cases a brief survey of the 
field was given which included some of the 
areas that might be discussed or investigated. 
This lecture-type survey was entitled, “Over- 
view of the Field and Suggested Areas of 
Study.” 


A modified discussion technic was used dur- 
ing all mental health education experiences. 
Agenda items were covered as far as possible 
through discussion led by the workshop in- 
structor. However, leadership was not seen as 
residing solely in the instructor, but as a co- 
responsibility of workshop participants. For 
example, by virtue of his interest, experience 
and knowledge of an agenda item, a work- 
shop member might spontaneously assume 
leadership by sharing of his knowledge, an- 
swering questions addressed to him, etc. The 
workshop instructor, at such times, would 
usually function in the role of a consultant. 
In this capacity, his aim was always to encour- 
age the group to do their own thinking and 
to assist them to “pull out” information about 
an agenda item as far as possible from their 
own resources, as well as to contribute of his 
own thinking and knowledge. 


In short, the method of presentation devel- 
oped for mental health education programs 
can be outlined as follows: (1) “Getting to 
know each other,” and examining how this 
influences the learning process. (Group shares 
this responsibility with leader and begins to 
develop feeling of ‘“‘we-ness.”’) (2) Determining 
the level of need through agenda building. 
(3) The group organizes the agenda and de- 
cides about the use of some teaching aids. (4) 
Sharing of thinking and experiences through 
discussion of agenda (concept formation and 
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new learnings). Group shares in leadership 
responsibility. 


Observations and Analysis of Group 
Experiences 


Early in the course of his work the writer 
noted that group after group needed help 
with the following three basic attitudes or 
concepts: 


1. Attitudes toward mental illness. The 
majority of workshop participants seemed to 
feel that an emotional disturbance was some- 
thing shameful, something fearful or ludi- 
crous. Attitudes toward seeking psychiatric 
help were similarly a mixture of shame and 
fear. This was coupled with misconceptions 
about treatment and the psychiatrists role 
and function. 


2. Behavior was often labeled and categor- 


ized and therewith dismissed. This relieved 
the individual doing the labeling of responsi- 
bility in seeking to understand the causes of 
behavior or from participating in the helping 
process. For example, Johnny was called “a 
nervous boy,” and no further thought given 
as to the underlying cause of his behavior or 
in which way help may be brought to bear. 

3. Group members had difficulty in recog- 
nizing the feelings of others and working with 
these feelings. This difficulty ranged from a 


lack of recognition or insensitivity to feelings, 


to a consciously formulated philosophy such 
as, “The best way to deal with feelings is to 
ignore them.” Most group members acknowl- 
edged that the handling of an emotionally 
charged situation was a problem. 


It seemed to be most helpful to encourage 
workshop participants to express and explore 
their own feelings and emotions. For example, 
talking about feelings they had about emo- 
tional illness or seeking psychiatric help, often 
led to a deeply meaningful exchange and 
sharing of personal experience. Socio-drama 
was used to illustrate how certain attitudes 
and feelings of professional persons can affect 
their functions in a professional setting. Socio- 
drama was also used to give individuals prac- 
tice in the use of new concepts. For example, 
a teacher or nurse would act the part of a 
parent or patient in a highly emotionally 
charged incident. Another volunteer would 
then act out the role of a professional person 
who is recognizing and handling the feelings 
and emotional needs of a parent or patient. 
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Case studies were used to deepen the under- 
standing of personality dynamics and the 
causes of behavior. Often participants would 
present cases with which they needed help. 
Because of their immediate interest, suitable 
cases were used as teaching aids whenever 
possible. In this connection and at other 
points, the multidisciplinary and team ap- 
proach to mental health problems was 
stressed. State clinical resources and the func- 
tion of the clinic team were explained. Prob- 
lems of referral to other mental health resour- 
ces such as school social workers and psychia- 
trists in private practice were explored. Since 
this type of information demonstrably in- 
creased the professional skills of the learner, 
the assimilation and retention of such mate- 
rial was high. 

An analysis of agenda items listed by all 
three professions over the course of five years 
reveals the following topics most often chosen 
in the order of importance: 

Causes of mental illness. 

. Symptoms and treatment methods. 

How can we help a disturbed child or person: 
Is mental illness hereditary? 

Our own mental health. 


. How to work more effectively with parents and 
administrators. 


7. What are preventive programs in mental health? 


8. What is the state mental health program and 
what resources are at our disposal? 

9. What can you do about a person who needs 
psychiatric help? 

10. Help with specific cases. 


The majority of workshop groups listed 
“Our own mental health” as an important 
topic for discussion. Interest in this topic 
seems to be widespread and general and has 
been so reported in other mental health edu- 
cation programs.*:+ Exploration of this topic 
usually began with participants expressing 
concern about pressures under which they 
were operating in their professional setting. 
They were then asked to list hazards to their 
mental health and to go into their feelings 
about such hazards. Prophylactic measures 
were then discussed. Usually a number of 
clear-cut decisions for change were made by 
some participants. These decisions often in- 
volved manipulation of the professional or 
home environment in order to produce a less 
stressful routine or situation. 


Due to the nature of the subjects studied in 
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mental health education, a number of partici- 
pants usually joined the group for help with 
their personal problems. Sometimes open bids 
for help or therapy were made. These per- 
sonal problems were not handled during the 
training sessions, but individuals who had 
such problems were seen in private and di- 
rected to sources of psychiatric, medical or 
other help. 


The teaching philosophy and method of 
presentation used in mental health education 
programs seemed to effect group process in a 
number of ways. Early and extensive leader- 
ship testing was noted in the majority of 
groups. This testing was manifest by either 
passivity, silence and unwillingness to partici- 
pate in discussion, or by asking the workshop 
leader to lecture. It was only after the work- 
shop leader had met this test and had said to 
the group in effect, ““We can work out solu- 
tions to these needs and problems together— 
I am not here to tell you what to do—,” that 
the group was able to assume responsibility 
for doing its own thinking and to become ac- 
tively involved in the learning process. 

Following this particular phase of leader- 
ship testing, both rate and level of communi- 
cation usually increased markedly with ap- 
proximately 70 to 80% of the group members 
entering in the discussion at some time during 
the first two hours. As more group members 
expressed themselves, communication tended 
to become more personal, “I want to tell you 
of this experience I have had with this case,” 
“] want to tell you about this problem.” In 
group sessions of more than a day’s duration 
another cycle of testing of the leader (again 
open criticism and hostility directed toward 
the leader) was observed on the second day. 
As this was handled, a further increase in 
group cohesiveness and ease of communica- 
tion could be observed. 


It was also noted that the initial leadership 
testing and phase of heightened communica- 
tion was accompanied by a strong develop- 
ment of “we-feeling’” or group-belongingness. 
This feeling of being accepted and valued as 
members of the group gave participants the 
“safety” to share deeply entrenched attitudes 
(“I always used to think there was something 
funny about being crazy, or crazy people’) 
and meaningful experiences. It was an out- 
standing finding that it took time for group 
members to develop the feeling of being ac- 
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cepted and to share in a deeply meaningful 
way in the learning process. For this reason 
single sessions from one to two hours dura- 
tion were rarely effective and little seemed to 
be accomplished during these sessions. The 
main contribution of these short single ses- 
sions was to give participants some idea of 
the problems and complexities of the field. A 
limited retention of informational content 
was observed. However, at the same time 
group members were left with considerable 
feelings of dissatisfaction, which can best be 
illustrated by certain remarks which were re- 
peatedly made by participants, “We didn’t 
have time to get in deep enough,” and “We 
didn’t really get a chance to talk about some 
of the things we needed some help with.” 

A characteristic pattern of dealing with 
group tensions was observed in the work- 
shops. Whenever tensions became too strong, 
humor was used as a release, i.e., the irrele- 
vant or comic remark followed by explosive 
laughter. Often a “group wit” or comic 
emerged who acted as a catelyst. 


Dynamics of the Learning Process 


As the result of interplay of three major 
factors, most groups working in the area of 
mental health education seemed to be highly 
motivated to learn. First, the current wide- 
spread interest in mental health has prepared 
a fertile ground for work. Second, members of 
professional groups seek training with the ob- 
jective of becoming more proficient in their 
ability to handle the human relations factor 
of their work. Finally, the training method 
says to the participant in essence, “What are 
your interests in learning about this area, 
what are your needs, and what can we do to 
meet these needs together?” 


This approach of focusing on the profes- 
sional needs and interests of trainees usually 
results in maximum participation in the 
learning process. Inattentiveness is rare and is 
a cue to the instructor that needs are not 
being met. As has been stated before, it was a 
major finding that every training group 
needed help with, (a) attitudes toward mental 
illness and seeking psychiatric help, (b) using 
and understanding the concept, “behavior is 
caused,” and (c) recognizing feelings and 
working with them. 


In relation to these three areas, the dynam- 
ics of the learning process is complex as basic 
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attitudinal changes are involved. It was borne 
out repeatedly that if workshop participants 
were able to explore and share their attitudes 
and feelings, a certain amount of growth or 
change would take place. This was evidenced 
by verbalizations which seemed to reveal at- 
titudinal changes. Baruch’s® concept, that neg- 
ative feelings and attitudes have to be ex- 
pressed first, before positive attitudes can de- 
velop, sheds some light on this process. An- 
other force which seems to be operating is 
embodied in the concept that, “sound atti- 
tudes are contagious” (often expressed as 
“mental health is contagious’), i.e., the ex- 
pression of healthy and mature attitudes and 
viewpoints by some group members leads to 
modifications and changes in the attitudes of 
other group members. 

Other factors in the dynamics of the learn- 
ing process are as follow: 

1. Reduction of feelings of isolation be- 
tween members led to a lessening of tensions 
and self-consciousness and helped participants 
acquire a sense of “‘safety, significance and 
affection.” This facilitated communication 
and free exchange of thought. 

2. By focusing on group needs and inter- 
ests (through agenda building) participants 
were highly motivated and more ready to in- 
vest of themselves in the learning process. 

3. Group members were encouraged to par- 
ticipate in the organization of content mate- 
rial and methods of approach to the study of 
the subject. This helped the group as a whole 
to identify with the agenda and diminished 
resistance to new material. 

4. Group members together with the leader 
worked out concepts and answers to agenda 
items as a form of “learning by doing.” 


Follow-Up and Results 


Repeat visits were made to 70% of the com- 
munities where mental health education 
workshops had been held and former work- 
shop participants were interviewed. A number 
of outcomes and results were revealed. Com- 
munities in which mental health education 
programs were held seemed to become more 
“mental health conscious.” This was evi- 
denced by civic groups conducting mental 
health programs, showing of mental health 
films at P.T.A. meetings, etc. In many cases 
this was directly traceable to workshop par- 
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ticipants who assumed leadership, for exam- 
ple, by suggesting mental health as a topic to 
the program chairman of various organiza- 
tions, or by functioning as a resource person 
or group leader in the organization of a 
mental health program. 

In some communities inter-professional co- 
operation and collaboration was stimulated 
and strengthened. For instance it was found 
that teachers worked more closely with the 
local Public Health Department or public 
health nurse. In at least four cases disrupted 
lines of communication between school au- 
thorities, public health nurse, physician and 
welfare department were re-established. In six 
communities collaborative planning by the 
school, the welfare department, public health 
department and general practitioner occurred 
for the first time. Such collaborative planning 
usually centered around a child with a combi- 
nation of emotional and physical problems. 

Finally, use of available mental health re- 
sources and referrals by workshop participants 
increased demonstrably. For example Visiting 
Teachers (School, Social Workers) and School 
Guidance Personnel were utilized more. 

Group members reported certain specific 
contributions of the training program to their 
professional functioning: 

(1) Better understanding of others and 
more confidence in handling situations in- 
volving feelings. 

(2) Recognition of the importance of early 
detection of symptoms and case finding as an 
aspect of prevention. Recognition of the im- 
portance of preventive programs. 

(3) Greater awareness of the need for emo- 
tional health and the need for more clinical 
and psychiatric facilities. 

(4) Knowledge of available mental health 
resources and referral procedures. Knowledge 
of the state mental health program. 

(5) Increased self-understanding and aware- 
ness of the importance of the participants 
own mental health. 

(6) Increased understanding of mental ill- 
ness, the mentally ill, and treatment methods. 


Implications 


In our state the mental health committee 
of the state medical association is actively en- 
gaged in providing leadership in mental 
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health. Public and private schools, P.T.A.’s, 
church groups, and community organizations 
such as the Chamber of Commerce, Y.M.C.A., 
and other civic groups request information, 
education, and consultation. All physicians 
are called upon from time to time to provide 
leadership in this broadening field of mental 
health education. In recognition of this devel- 
oping leadership within the medical profes- 
sion, the state medical association and some 
county medical societies are planning educa- 
tional programs for their own membership to 
provide accurate information and interpreta- 
tion of developments in the field of mental 
health and care and treatment of the mentally 
ill. 

Medical and psychiatric aspects of care and 
treatment of the mentally ill are an integral 
part of mental health. This cannot be a sepa- 
rate specialized field limited to the profes- 
sional skill of physicians particularly trained 
in psychiatry. It is not possible for a person to 
maintain a recovery from mental illness in a 
social setting where there are both individual 
and group forces actively rejecting the patient 
and promoting mental illness. This rejection 
and crippling of the patient by the use of 
social stigma, group resentment and social iso- 
lation, is just as effective a means of retarding 
recovery as the withholding of vitamin B from 
the patient with pellagra, or the withholding 
of antibiotics from the patient with lobar 
pneumonia. We, as physicians, must acquire 
the knowledge and understanding to combat 
social stigma and individual and group preju- 
dice in the same way we combat dietary defi- 
ciency and bacterial infection. Our approach 
must combine the technics of prevention with 
those of treatment and rehabilitation. 


The technic described in this paper can 
provide effective means of promoting the de- 
velopment of informed leadership in the field 
of mental health. Certain observations and 
concepts have been presented. These might 
offer some suggestions and ideas which can be 
integrated into other programs. 
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Discussion (Abstract) 


Dr. Charles Watkins, New Orleans, La. The State 
of Georgia is to be congratulated upon the program 
which has just been described by Drs. Otto and Chal- 
mers. This is an excellent example of what imagina- 
tive thinking and careful implementation can do in 
the field of mental health education. 

Many of us are now actively engaged in the devel- 
opment of similar programs in different areas. This 
paper will give us the opportunity to introduce tested 
ideas into our program with less trial and error than 
would be possible without reports such as this. 

I feel hesitant, because of the high quality of this 
paper, in introducing two critical questions. These 
questions should be asked, however, if only to clarify 
a misunderstanding of terminology on my part. 

The authors state that they let the group take over 
the leadership on the discussion, I seriously doubt that 
this occurs. I cannot see how any useful results would 
come from these sessions unless the expert retained his 
role in directing the discussion to a productive conclu- 
sion. I assume that the authors mean that the discus- 
sion subjects were determined by local pressures 
rather than coming from a prepared agenda. This, | 
would agree, is the most useful technic, if the particu- 
lar skills and insights which the discussion leader 
brings to the session are utilized. 

The second question is more serious in my opinion. 
I do not agree that the environment must be healthy 
for individual therapy to be productive. It is well for 
us to think of having healthy environment for our 
patients to live in. However, we should work to im- 
prove the environment and can benefit our patients 
even when they live in a pathologic environment. 

I am pleased to have had the opportunity to discuss 
this excellent paper. I have not pointed out the points 
of agreement because that seems unnecessary. 


Dr. Trawick H. Stubbs, Atlanta, Ga. The essayists 
have presented an account of one approach to an in- 
creasingly important opportunity. 

One job of modern medicine is to find what is 
wrong and help fix it. We are also concerned with 
helping to keep things right. Psychiatry is concerned 
with helping people in trouble; it is also concerned 
with helping all people grow toward emotional matur- 
ity. Our confidence is increasing that growth processes 
often obliterate disease. Treating disease after it has 
developed is primarily a medical responsibility. Help- 
ing one another grow is the responsibility of many 
professional groups,—especially of educators. 

My feeling is that much of the success of Dr. Otto's 
work is the result of establishing an atmosphere of 
mutual respect and confidence. The resources are in 
all people, not just in the one filling the leader role, 
whether it be doctor or teacher. We all live constantly 
in a laboratory of human relations. Insight and tech- 
nical vocabularies do not always go together. No one 
knows enough to risk overlooking the opportunity for 
learning from others. In developing our skills for 
helping people grow, we have much to learn from one 
another in an atmosphere of respect for professional 
colleagues, whether physicians, teachers, psychologists, 
sociologists or ministers. 
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The papers and discussions yesterday emphasized 
this spirit in the relation between psychiatry and other 
branches of medical practice. Dr. Williams reminded 
us that what we know about emotions applies to us. 
Dr. Goshen’s suggestion that a therapeutic relation- 
ship is more effective in an atmosphere of acceptance 
and love, applies also to a teaching-learning situation. 
Dr. Frohman’s conviction that “sittin’ and listenin’ 
medicine is with us from now on,” and Dr. Anderson's 
tribute to the personal emotional stability of rural 
family doctors, are all aspects of the application of 
Dr. Otto's paper to inter-professional relations within 
medicine, 


The procedures described represent a step toward 
more effective learning methods. Transmitting new in- 
formation is at best a partial function of education. 
Helping people see the practical values of what they 
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have learned and are learning from everyday experi- 
ences is equally important. We must help one another 
learn to rely on the authority of life-experience, and 
to make effective application of the valid insights and 
wisdom we have developed firsthand. 

Implementing these ideas has its problems; but 
problem and opportunity are obverse sides of the same 
coin. We have the greatest opportunity of all, of con- 
tinuing to learn and grow together as professionals as 
we help all citizens learn and grow. 


As the new director of Georgia’s Division of Mental 
Hygiene, I am proud to be now a part of a program 
that has included the demonstration Dr. Otto has de- 
scribed. I am confident that in the months and years 
ahead we will continue to build on the foundation of 
these experiences. 
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Some Psychologic Aspects of Dermal 


Planing 


JOHN J. McANDREW, M.D., and J. W. BURKS, JR., M.D.,t 


New Orleans, La. 


This paper raises some interesting aspects of dermal planing. It probably is quite 
important to consider these when selecting a patient for such treatment. 


WHEREAS PLANING has been used most fre- 
quently for effacement of acne scars, investi- 
gative studies with this procedure in other 
conditions and developmental refinements in 
technic have led to its successful application 
in many other dermatologic conditions, in- 
cluding obliteration of wrinkles caused by the 
natural aging process and even prophylactic 
removal of precancerous lesions. The psycho- 
logic implications in the procedure, however, 
may sometimes be overlooked and, because 
they can be of serious import to the physician, 
the patient, and to the patient’s personal rela- 
tionships, deserve consideration. 

The time-honored adage, “Beauty is in the 
eye of the beholder” has particular signifi- 
cance in evaluation of the cosmetic results of 
dermal planing, especially when the beholder 
is the patient viewing his reflection in the 
mirror of his mind. Strangely enough the pa- 
tient who obtains the least cutaneous im- 
provement from dermal planing may be ex- 
tremely enthusiastic, whereas another may 
derive little or no satisfaction from an 
anatomic result that approaches perfection. 


Many factors, including the psychologic 
status of the patient, have led some dermatol- 
ogists to reject three out of five candidates for 
planing.t No psychologic basis for selection 
has been adopted, acceptance of patients re- 
maining a matter of individual judgment. 
Some dermatologists abstain completely from 
dermal! planing, whereas others will plane any 
skin they believe may be benefited by the 
procedure.? 


The Planing Procedure 


In many ways this is a definite and pro- 


+From the Department of Medicine, Division of Dermatol- 
ogy, Tulane University School of Medicine and Charity Hos- 
pital, New Orleans, La. 
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longed emotional experience for the patient. 
The operation is usually performed near the 
organs of the senses; the patient is conscious 
and hears every word uttered during the oper- 
tion. Even if this is not his first surgical ex- 
perience, it probably will be the one of which 
he will be most acutely aware. Since bandages 
are not used, the immediate visible postopera- 
tive result—extensive brush burns—appears 
to the patient to be one of injury rather than 
of repair. For a period of a week or weeks 
thereafter, depending on individual sensitivi- 
ties, the patient may have to remain virtually 
incommunicado. Initially, in the case of plan- 
ing of the face, immobility of expression is 
usually imposed. Finally, weeks or even 
months are required for the postoperative 
erythema to subside, and just as the patient 
begins to resume his normal activities, he is 
ready for another planing, two or three plan- 
ings of a site being not unusual for a patient. 
Some may refuse even one replaning; on the 
other hand, one patient has been planed six 
times in the same area. 


The Patient 


The patient may range from the adolescent 
pimply youth to the postmenopausal woman 
who wishes to be rid of her wrinkles. Legal 
clearance is required before dermal planing is 
undertaken in some patients, because of well- 
recognized psychologic inadequacies. Consent 
of the parent or guardian often suffices, al- 
though in some instances psychiatric examina- 
tion may be necessary. Until a certain age, 
which varies from state to state, adolescents 
are protected by law from making decisions 
beyond their judgment. Surgical intervention 
in an adolescent, because of his psychologic 
immaturity, is thus a legal, as well as a medi- 
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cal matter. The adolescent, with his associated 
hormonal imbalance is, at best, a sensitive 
soul. His general psychologic vulnerability is 
reflected in his deep concern about his physi- 
cal appearance. The emotional impact of 
acne, with its real and imagined physical re- 
pulsiveness, like any source of disfigurement, 
is in itself traumatic. Acne, occurring as it 
does in the most volatile and uncertain period 
of life, cannot be overestimated as a source of 
personal suffering and reactive personality 
change. 


Neither the overtly psychotic, nor the 
severely mentally retarded, nor the committed 
mental patient, regardless of age, is a satisfac- 
tory candidate for dermal planing without 
special legal consent. “Complete dissatisfac- 
tion can be expected in those persons who 
regard their scarred skin as solely responsible 
tor their failures and discontentment in life.’ 
Facing the world anew without the assured 
conviction that he is disfigured and, therefore, 
handicapped in this human race may prove 
disastrous to such a patient. 


The patient’s sustained behavior over the 
years, and not simply his conversation or con- 
duct during an office interview, offers the 
clearest picture of his basic personality struc- 
ture. His attitudes and actions prior to his 
disfigurement, as well as thereafter, assist in 
evaluation of his case. However, his perform- 
ance before disfigurement exceeds in impor- 
tance any behavioral changes thereafter, since 
it indicates what one may hope to achieve by 
obliterating the scars that may have damaged 
those patterns. This period of the patient’s 
life between birth and disfigurement repre- 
sents his emotional baseline and, thus, the 
maximal emotional benefits obtainable from 
dermal planing. 

Generally, candidates with disfigurement 
may be classified into three categories: 

(1) Those with maximal disfigurement may 
be good candidates, especially if the under- 
lying disease, such as acne, is still active and 
causing discomfort. If other conservative re- 
medial measures have failed after reasonable 
trials, this type of patient usually presents few 
psychologic contraindications for dermal 
planing. 


(2) Those with minimal disfigurement, 
particularly if in concealed or partially con- 
cealed areas, are less satisfactory candidates. 
Here the physician may encounter difficulty 
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for some patients cannot tolerate even the 
slightest blemish. These obsessive-compulsive 
people regulate their lives with iron hands 
and will meticulously direct the doctor and 
the treatment, if possible. Psychologically they 
are brittle, with two possible alternatives in 
life: extreme order and routine or intolerable 
anxiety. Some may be in early paranoid states, 
fearing that their passion for order may be 
thwarted by some design. The best possible 
objective operative result here may prove un- 
satisfactory for the patient. 

(3) Those with average disfigurement may 
best be evaluated by their individual reac- 
tions to their cutaneous difficulties. If such a 
patient views his condition with average con- 
cern, he represents a suitable candidate, from 
a psychologic standpoint, for planing. If, how- 
ever, his preoperative personality has long 
been seclusive and introspective, possibly even 
prior to cutaneous disturbances, with no in- 
terests or friendships sought or cultivated, 
dermal planing should not be expected to af- 
fect such a schizoid type personality favor- 
ably. This type of patient may require psychi- 
atric consultation. 

If, on the other hand, the patient’s person- 
ality before disfigurement has been charac- 
terized by relatively sound behavior and well 
maintained relationships of a “‘give-and-take” 
nature, he is probably a much better inte- 
grated personality and would be a good psy- 
chologic risk. When his behavior after disfig- 
urement departs distinctly from a previously 
sound pattern, it may be considered as reac- 
tive to his disfigurement and not representa- 
tive of his basic personality structure. In these 
patients, whose personality structures were in- 
trinsically intact prior to disfigurement, the 
procedure of dermal planing may well mean 
the difference between a full and happy life 
and varying degrees of despair. 

On the other hand, an unattractive appear- 
ance, if of sufficient duration, may precipitate 
a breakdown in a borderline patient with 
minimal marginal adjustment to life’s stresses 
prior to disfigurement. Here, dermal planing 
plays its stellar role. Its paramount service is 
rendered in ultimate psychologic assistance to 
the scarred or otherwise disfigured person in 
prevention of personality disorders, by re- 
moval of physical defects untenable for the 
patient. This function alone places planing 
among the effective therapeutic modalities of 
our time. 
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The Patient's Personal Relationships 


Those who participate in the significant in- 
terpersonal relationships of the patient must 
also be considered when planing is under ad- 
visement. Husbands, wives, parents, and off- 
spring may question the motives of the person 
to be “beautified.”” One patient was asked by 
his wife, “Why, now that you are a happily 
married man with a family, do you want to 
become pretty?” One marital partner might 
actually fear the success of the operative ven- 
ture on the other. Also, some persons who are 
overtly in complete accord with the procedure 
on a loved one or on themselves may, if all 
directions are not explicit in every detail, sub- 
consciously effect a sabotage of the program. 
One patient, for example, obtained a water- 
soluble gynecologic jelly for postoperative 
care because her pharmacist considered it to 
be just as good as the ointment that had been 
prescribed. Since substitutions and omissions 
in carrying out instructions may originate 
from a subconscious desire to sabotage, direc- 
tions should be written explicitly and should 
include the warning, substitutions 
allowed.” 

The Physician 

As in all persons, individual basic anxiety 
levels vary from physician to physician and 
our actions usually represent a course com- 
mensurate with minimal anxiety levels. Obvi- 
ously, none of us wishes to have any more 
than the minimal amount of personal “‘dys- 
ease.” Some increases in anxiety are, of 
course, unavoidable. Certain actions or situa- 
tions represent such a slight degree of increase 
above the basic level of anxiety that they are 
temporarily endurable. This is particularly 
true when the action may be balanced by 
some personal gain or satisfaction resulting 
therefrom. The dermatologist who, despite 
adequate training in this procedure, rejects 
all or almost all candidates for dermal plan- 
ing may well be avoiding a situation that 
tends to increase his basic level of anxiety. 

The actions and situations that tend to in- 
crease basic levels of anxiety similarly vary 
from one individual to another. For some 
routine repetition will increase anxiety and 
lead to frustrations, whereas any definite de- 
parture from routine will create anxiety for 
others. Thus, some dermatologists adequately 
trained in the technic of dermal planing will 
be unhappy doing investigative, extensive 


planings because of excessive concern over the 
results. Others will find in experimental plan- 
ing a haven from routine and from the frus- 
tration of long awaited results. Most of us will 
fall somewhere between these extremes, limit- 
ing our planing endeavors to the objectively 
good operative risks with the least potenti- 
ality for complications. 

None of this is to say that an adequately 
trained dermatologist’s refusal to plane re- 
flects only personal apprehension. Nor is it to 
say that those who do plane are motivated 
solely by the desire to release their frustra- 
tions. This is only to say that planing will 
involve in some degree the particular level of 
anxiety of the operator. Sometimes it may be 
the ultimate deciding factor, but the individ- 
ual personality structure of the dermatologist 
always plays some role. Fortunately, the emo- 
tional “‘frontiersmen” balance the ‘“town- 
dwellers” of dermal planing. 


Summary 


Psychologic considerations of dermal plan- 
ing have been divided into those associated 
with the surgical procedure itself, those inher- 
ent in the patient and the patient’s personal 
extensions, and those of the operator. Dis- 
figurement of candidates for planing may be 
classified as maximal, minimal, and average, 
each with its own potential psychologic risk. 
Dermal planing may play a crucial role in the 
psychologic life of certain patients. The best 
psychologic risk is the patient whose pattern 
of behavior before disfigurement was sound, 
but whose personality may be reactively af- 
fected by his cutaneous disturbance. The pa- 
tient who regards his disfigurement totally 
and solely responsible for his failures and dis- 
contentments in life is a poor psychologic 
risk. In borderline patients psychiatric consul- 
tation may be of value in arriving at a deci- 
sion regarding the advisability of the proce- 
dure. 

The patient’s immediate family or intimate 
friends may also influence his attitude toward 
the operation and its results. Finally, the per- 
sonality structure of the operator himself is 
important in this procedure and to some de- 
gree affects the acceptance or rejection by him 
of prospective patients for dermal planing. 
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Basal Cell Carcinoma of the Anus: 


Report ot Three Cases* 


PATRICK H. HANLEY, M.D., MERRILL O. HINES, M.D., 
and JOHN E. RAY, M.D.,t New Orleans, La. 


The authors review what is known about a rare lesion which may be easily 
overlooked, and report several instances of their own. 


A SURGEON'S INITIAL EXPERIENCE with treat- 
ment of basal cell carcinoma of the anus is 
likely to come as a surprise because of the rare 
occurrence of this tumor in the anal region. 
In a review of the literature on this subject 
up to October 1955, Matt and Dilger! found 
only 32 cases. In our review of the literature 
to February 1, 1957, we found 15 additional 
cases not included in their report (Table 1). 
Between 1944 and 1957, 2 patients with basal 
cell carcinoma of the anus were treated at the 
Ochsner Clinic and one at Charity Hospital, 
in New Orleans. It is the purpose of this re- 
port to call attention to this rare lesion by 
reporting these 3 cases in detail and discuss- 
ing the general aspects of basal cell carcinoma 
of the anus. 


Report of Cases 


Case 1. On August 20, 1951, a 72 year old white 
woman was admitted to the Ochsner Foundation Hos- 
pital to determine the cause of fever thought to be 
due to brucellosis. A proctologic consultation was re- 
quested because of a history of fistula-in-ano. 


About 4 years before admission, the patient had no- 
ticed a small papular elevation at the anus which 
gradually enlarged for the next 2 years. Then she 
began having a slight discharge like thin pus from the 
anal region, and at times she had noticed a speck of 
blood on her underclothes. The lesion was never sore 
or painful. She consulted a physician who told her she 
had a fistula that would not bother her as long as it 
drained, and assured her that it would not become 
cancerous. 


On inspection an oval-shaped lesion, measuring 2.5 
cm. in diameter, was noted. The most proximal part 
was at the anal verge on the right lateral aspect. The 
peripheral edges were slightly raised, and the epi- 
thelium appeared to be thin and to have a bluish 
tint. The central portion was ulcerated and had a 


*Read before the Section on Proctology, Southern Medical 
Association, Fifty-First Annual Meeting, Miami Beach, Fla., 
November 11-14, 1957. 

tFrom the Department of Proctology, Ochsner Clinic, Char- 
ity Hospital of Louisiana at New Orleans, and the Depart- 
ment of Surgery, Tulane University School of Medicine, New 
Orleans, La. 


necrotic base. The lesion was believed to be super- 
ficial and not infiltrating. No abnormality was detect- 
ed on anoscopic examination. No tract was associated 
with the lesion. On proctosigmoidoscopic examination 
no abnormality could be seen to a distance of 25 cm. 
Because a definite diagnosis could not be made, exci- 
sion and biopsy of the chronic granulomatous lesion 
was recommended. 


On September 11, 1951, after induction of caudal 
anesthesia, the lesion was excised with a 1.5 cm. mar- 
gin of normal tissue about its periphery and depth, 
including fibers of the external anal sphincter. The 
wound, which was at the anal verge on the right lat- 
eral side, was closed. 

The specimen consisted of an elliptical segment of 
skin attached to a small amount of rectal mucosa, 
whose total length was 4 cm. In the middle of the 
skin was a lesion 2 cm. at its greatest diameter. It had 
an irregular margin and an elevated, whitish, ovoid 
edge. In its center was an ulcerated and slightly in- 
flamed spot. It was moderately friable. The lesion, 
when cut in sections, was 2.5 cm. thick at the edge. 
Beneath the skin was a small amount of subcutaneous 
fibrous tissue and fat, which grossly appeared to be 
normal. The microscopic diagnosis was basal cell car- 
cinoma (Fig. 1). 

The wound healed by primary intention. The pa- 
tient was last examined in February, 1954, at which 
time there was no evidence of local recurrence. 

Case 2. A white woman, 65 years of age, was being 
treated with radium at Charity Hospital in New 
Orleans for grade II epidermoid carcinoma of the cer- 
vix. On November 13, 1952, during a regular follow- 
up examination, a small, indurated ulcer, 1.5 cm. in 
diameter, was noted on the anus at the 8 o'clock posi- 
tion. Biopsy proved the ulcer to be a basal cell car- 
cinoma. Surgical excision was advised. The ulcer had 
been present for one year and showed evidence of 
healing at times (Fig. 2). The only symptom was 
slight burning when the patient washed the area. 


In March, 1953, after induction of low spinal anes- 
thesia, an elliptical incision was made including suffi- 
cient margin about the periphery and depth of the 
lesion. The incision extended 2 cm. above the dentate 
line and just outside the anal verge, the underlying 
subcutaneous external sphincter muscle being re- 
moved. The rectal mucosa was anchored to the 
sphincter with a running, interlocking, plain, No. 0 
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REPORTED CASES OF BASAL CELL CARCINOMA OF THE ANUS (NOT INCLUDED IN MATT AND DILGER’S' 


REVIEW) TO FEBRUARY, 1957 


Duration of 


Age Symptoms in 
Author Vr. See Years Clinical Findings Treatment Results 
Gross® 48 M 1 2 cm. ulcer, clean Excision; cut sphincter Healed 1.5 yrs. p.o. 
crater, raised, indurated sutured 
border; mass from 
anal verge 
Canonico"® 
2 cases No details given 
Case and 72 M 14 days 2 by 2 cm. mass | cm. 3,800 r.; Slough of 
Caldwell" above pectinate line; later rectal mucosa; 
3 biopsies negative; colostomy died 6 mos. later 
4th positive; extended of c.v. disease; 
into rectovaginal no biopsy 
septum 
Fitchett 73 M 2to3 Growth encircling anus 8,600 r. Good; 2 yr. 
and from dentate line to follow-up 
Baker* anal verge involving 
sphincter 
Wittoesch 60 M 29 Lesion near anal Previous radiation; Well 13 yrs. 
and associates* verge local excision 
50 M 4to8 sa Local excision; Well 12 yrs. 
radiation 
53 M 10 si Previous radiation; Well 6 yrs. 
local excision 
60 M 1/3 ” Local excision Well 6 yrs. 
74 M 10 Previous radiation; Well 3 yrs. 
local excision, 
radiation 
55 M 4 Previous radiation; 
local excision 
68 M ? Previous radiation; 4 yrs. p.o.; died 
local excision cancer prostate 
+ radiation 
63 I 1 Previous radiation; Well 3 yrs. 
local excision 
70 M l Refused No follow-up 
66 M l Previous radiation; ™ 
local excision 
FIG. 1 catgut suture, and the portion of the wound in the 


(Case 1) Photomicrograph showing typical histologic picture 
of basal cell carcinoma of the anus. (H. & E . 100.) 


anal canal was left open. 

The pathologic report was basal cell carcinoma (Fig. 
3). When the patient was last seen on February 28, 
1957, the wound was completely healed; there was no 
evidence of recurrence and anal function was normal. 

Case 3. A white man, aged 68 years, was under- 
going a complete physical examination at the Ochsner 
Clinic because of indigestion. At proctologic examina- 
tion on July 2, 1956, a purplish red, slightly raised, 
discoid lesion, 1.5 cm. in diameter, was seen on the 
right lateral aspect of the anal verge. Anal comedones 
were also present. One degree internal hemorrhoids 
were detected on anoscopic examination, and on proc- 
tosigmoidoscopic examination the rectal mucosa was 
normal to 21 cm. The lesion looked like a heman- 
gioma, but basal cell carcinoma had to be considered 
in the differential diagnosis. No ulceration was present. 

On July 24, 1956, after the operative field had been 
infiltrated with a local anesthetic, the lesion, includ- 
ing a wide margin about its periphery and depth, was 
excised and the wound sutured with plain catgut. A 
diagnosis of basal cell carcinoma was made on frozen 
section. 

The excised specimen consisted of an elliptical piece 
of tissue with skin on one side and subcutaneous tissue 
on the other. It measured 3 by 2 by 1 cm. In the 
middle of the specimen was a raised brownish lesion 
measuring 1.5 by 1 cm. In the microscopic section, 
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(Case 2) Temporarily healed basal cell carcinoma over left 


anterior lateral aspect of anal verge. The indurated, elevated, 
rolled edges are present and the base is covered with intact 
epithelium. 


along a broad front, a basal cell carcinoma was seen 
arising in multicentric foci and extending into the 
upper regions of the submucosa, where it grew in 
broad masses and irregular cords often surrounded by 
a prominent amount of pale-staining fibrous matrix 
(Fig. 4). When seen in August, 1957, the patient was 
well. 


(Case 2) Photomicrograph showing typical basal cell carci- 
noma of the anus. (H. & E., X 100.) 
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Discussion 


True basal cell carcinoma is a form of 
squamous cell carcinoma that differs both 
clinically and histologically from basal squam- 
ous and squamous cell carcinoma. Basal cell 
carcinoma may arise from the basal layer of 
the epidermis, hair follicle or misplaced cell 
groups,” or it may arise intradermally. Hyper- 
trophic changes precede development of the 
prerodent keratosis. The lesion may start as a 
small papule (Case 1), or over a period ol 
many years it may form a solid tumor, cyst 
(Case 3) or rodent ulcer (Case 1). These 
lesions spread peripherally under the skin, 
infiltrating it and the subcutaneous tissue. 
They grow insidiously and, if not treated, 
will continue their relentless rodent erosive 
destruction with resultant mutilation of the 
involved area. 

Incidence. Since 1923, when Pennington® 
first described a basal cell carcinoma on the 
anus, a number of authors have reported their 
experience with this lesion. To our knowledge 
the total number of recorded cases is 47. 

Eighty-seven per cent of the cases of basal 
cell carcinoma occur on the upper part of the 
face, the evelids, nose, scalp and lip.* Of 237 


(Case 3) Photomicrograph showing typical basal cell car 
cinoma of the anus. (H. & E., X 100.) 


FIG. 2 
( 
‘ 
FIG. 4 
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cases of basal cell carcinoma treated by Wake- 
ley and Childs® during a period of 35 years, 
only 4 were located at the anus. In 61,000 
proctologic examinations at the Mayo Clinic, 
only 2 cases of basal cell carcinoma were 
found.® 

Basal cell carcinoma of the anus is encoun- 
tered primarily in persons in the sixth and 
seventh decades of life. The youngest patient 
in the cases collected from the literature was 
42 years of age and the oldest 82 years. The 
average age of the collected cases was 62 
years, which is almost the same as the average 
age of 63 years for patients with basal cell 
carcinoma of the face.t The lesion is found 
twice as often in men as in women. Of the 48 
collected cases 24 were in men, 13 in women 
and in one the sex was not reported. 

Clinical Characteristics. The gross appear- 
ance of basal cell carcinoma varies. The ap- 
pearance of the early lesion may range from a 
small pimple, pearly elevated nodule, small 
cyst or polypoid mass, to varying sizes of dis- 
coid, oval or irregularly shaped plaques with 
rolled, elevated edges. The plaques are super- 
ficially indurated; their edges feel hard, and 
tvpically there is no deep fixation. Multiple 
purplish red and small translucent nodules 
with telangiectatic spots about the periphery 
may be noticed in some cases. The center of 
the lesion may be ulcerated. At times it may 
be covered with a crust which, if removed, 
may cause blood to ooze. 


The true basal cell carcinoma is located 
near the anal verge.? Wittoesch and _ associ- 
ates? noted in their 10 cases that the basaloid 
small cell carcinomas, by contrast, were locat- 
ed near the dentate line, and the basaloid 
squamous cell epitheliomas were located 
throughout the anal canal. Most of these neo- 
plasms are | to 2 cm. in diameter. 

The advanced lesion may be a destructive 
ulcerative or polypoid tumor involving part 
or all of the circumference of the anal canal, 
with infiltration into the anal sphincter and 
rectovaginal septum. 

Symptoms. During the early stages basal 
cell carcinomas produce no symptoms. In the 
late stages the lesion produces vague anorectal 
symptoms, the character of which depends on 
the location and extent of involvement. The 
most common complaints are itching, rectal 
bleeding, hemorrhoids, ulcers, irritation, fistu- 
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lous swelling, and a mass at the anus. If such 
symptoms occur in patients with early lesions, 
they are usually due to coexistent benign ano- 
rectal disease. The tumor usually causes no 
pain. In most reported cases the lesion was 
discovered incidentally during routine patho- 
logic examination of tissue removed surgical- 
ly from a clinically benign anorectal lesion, 
or during routine physical examination, as in 
the 3 cases herein reported. The duration of 
symptoms varies. In 38 reported cases this 
ranged from 6 months to 30 years with an 
average of 4 years. 

Diagnosis. Diagnosis is not possible with- 
out biopsy. Clinical evaluation of anorectal 
disease is extremely unreliable, even by the 
most experienced surgeon. For small suspi- 
cious lesions excision and biopsy are prefer- 
able. In patients with larger lesions a gener- 
ous piece of tissue must be obtained to permit 
adequate histologic differentiation between 
basal squamous and squamous carcinoma. 
Other lesions to be considered in differential 
diagnosis are anal fissure, chronic abscess, 
tuberculosis, hemangioma, hydradenitis sup- 
purativa, acne, chronic dermatitis and fibroid 
varicosities. 

Treatment. Cancer of the skin is theoreti- 
cally curable by a variety of therapeutic meas- 
ures, such as electrocoagulation, cautery exci- 
sion, scalpel excision, curietherapy and roent- 
genotherapy. In practice, however, the injudi- 
cious application of any of these methods is 
responsible for the frequent failures that ren- 
der incurable what originally was a curable 
lesion. No one has had sufficient personal ex- 
perience in treating the different types of 
basal cell carcinomas of the anus to be able 
to state dogmatically what is the proper treat- 
ment. However, from a review of the reported 
cases and our limited experience we have 
arrived at a few generalities in this regard. 

The type of treatment to be employed de- 
pends on the size of the lesion, whether it 
extends into adjacent important structures, 
the degree of involvement of the anal sphinc- 
ter, and the history of previous unsuccessful 
treatment. When feasible surgical excision is 
preferable to radiotherapy. 


Most basal cell carcinomas are small lesions 
with obvious clinical limitation of infiltration 
and present no problem in management. 
‘They should be completely excised, care being 
taken to include a wide margin (1.5 to 2 cm.) 


> 
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not only at the periphery but deep beneath 
the tumor. Although these neoplasms grow by 
peripheral invasion of the skin and subcu- 
taneous tissue, the extent of infiltration may 
be deeper than the impression gained from 
the degree of superficial involvement. To ef- 
fect a cure the lesion must be totally excised 
en bloc. With proper orientation of the surgi- 
cal specimen by the surgeon and pathologist, 
preparation of serial sections will permit not 
only exact determination of the nature of the 
tumor, but also whether or not the margins 
have been completely cleared of the tumor. 
If total excision has been accomplished, curie- 
therapy or roentgenotherapy is not necessary. 

Because true basal cell carcinomas do not 
metastasize via the lymphatic or vascular sys- 
tems, posterior resection with sigmoid colos- 
tomy has been used. In advanced lesions re- 
quiring radical surgical excision we favor 
abdominoperineal resection (Miles). This per- 
mits wider resection of tissue without increas- 
ing the morbidity or mortality rate. Although 
metastasis is rare, the rodent destructive be- 
havior of these lesions warrants complete ex- 
tirpation before local extension causes in- 
volvement of vital structures so that surgical 
removal is not possible. 

Curietherapy and roentgenotherapy have 
several disadvantages. They may be ineffec- 
tive since some basal cell carcinomas are 
radio-resistant. Moreover, at times it is diffi- 
cult to determine the depth of infiltration, 
and radiation may not kill all the deep neo- 
plastic cells. Also, irradiation therapy to the 
anorectal region is associated with undesir- 
able morbidity. Late complications may de- 
velop, such as radio-dermatitis, telangiectasia, 
atrophy or damage to vital structures. 

Despite these disadvantages, irradiation 
therapy has a definite place in the treatment 
of selected cases. Fitchett and Baker® reported 
an excellent result after irradiation alone. 
Their patient had a circumferential lesion 
about the anal canal with superficial infiltra- 
tion into the anal sphincter. Observation over 
a period of two years after treatment showed 
no evidence of recurrence. In patients with 
extensive lesions about the anal canal, as in 
their case, surgical extirpation might result in 
serious morbidity from disturbed anal conti- 
nence whereas roentgenotherapy might result 
in cure with less dysfunction. If such treat- 
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ment should prove unsuccessful, radical exci- 
sion could then be performed. 

Prognosis. In early cases adequate surgical 
excision alone results in cure. Since most of 
these lesions are discovered in the early stages, 
the majority of cases can be excised surgically. 
In the reported cases of advanced lesions, 
surgical excision was followed by local recur- 
rence in 33°,, with death within short 
period after treatment. The recurrence rate 
after radiation in the reported cases is 5 per 
cent. 

Summary 


Basal cell carcinoma rarely develops in the 
anus. We were able to find only 47 cases re- 
ported in the literature up to February, 1957. 
To these we are adding 5 personal cases which 
have been reported in detail. In most reported 
cases the lesion was small and in such cases 
surgical excision is the preferred treatment. 
In advanced lesions radical abdominoperineal 
resection is recommended, and in an occasion- 
al selected case roentgenotherapy may be 
used. 
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Discussion (Abstract 


Dr. ]. Wade Harris, Houston, Tex. 1 wish to con- 
gratulate Dr. Hanley for the fine presentation on this 
rare subject. It has not been my privilege to observe 
this lesion in my practice. There is a possibility that I 
may have excised a small basal cell carcinoma unaware 
of its presence, the tissue not having been sectioned in 
that area by a pathologist and thus not diagnosed. 

The cases reported by Dr. Hanley and of those re- 
ported in the literature, seem to be confined to the 
anal verge or perianal skin in the early stages. Lesions 
found within the anal canal would suggest that it is 
very likely to be the basaloid or basosquamous type of 
lesion. 


This subject is a rare one; at least the number of 
cases reported is small. No doubt there have been 
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many more but never reported. In the 3 cases of Dr. 
Hanley limited excision was adequate for cure. 


I wish to agree that the handling of a true basal 
cell carcinoma of the anus is very well defined in that 
surgical excision is the best method of cure in the 
early stages. No doubt, x-ray, radium, electrocoagula- 
tion can be used with very good results. For cases of 
basal cell carcinoma, which have been neglected and 
with much invasion of the skin and muscles of the 
anal canal, radical surgery is the only method of 
handling this type of case. 

A good histologic diagnosis seems to be the most 
important part of the treatment. In dealing with a 
true basal cell carcinoma and a basal cell small cell 
carcinoma, or a basosquamous carcinoma of the anus, 
there is a great difference in the method of treat- 
ment. We know that the basosquamous and _ basaloid 
lesions do metastasize to the lymph nodes. It certainly 
is not definite and very doubtful that the true basal 
cells do metastasize to lymph nodes. When metastasis 
does occur, a review of the slides or more sections will 
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probably prove it to be a basaloid or squamous cell 
carcinoma. 

The treatment of a basal cell carcinoma of the anus 
seems to me to be very similar to the treatment of a 
basal cell carcinoma of the face or head. The lesions 
giving the recurrences are due chiefly to the baso- 
squamous and basaloid lesions which are thought to 
be basal cell carcinoma. It is true that with inadequate 
treatment of a basal cell cancer there will be recur- 
rence and much invasion. Only the far advanced and 
the neglected true basal cell cancers of the head and 
neck produce serious damage when they are allowed 
to go on to the point of destruction or invasion. Early 
improper treatment makes the point of invasion diffi- 
cult to determine. Excision in the early cases before 
invasion is the treatment of choice. In the invasive 
basal cell carcinomas, radical surgery, in my opinion, 
is the only type of treatment that would be adequate. 
I do not see the necessity of radical dissection of in- 
guinal nodes in addition to the abdominal perineal 
resection of the anus for invasive basal cell carcinoma. 
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Spinal Epidural Hemorrhage: 


Spontaneous and Recurrent* 


THOMAS E. SCOTT, JR., M.D., Daytona Beach, Fla. 


HEMORRHAGE INTO THE SPINAL EPIDURAL SPACE 
is a rare occurrence as judged by the number 
of authenticated cases reported. In 1869, 
Robert Jackson! described the case of a 14 
year old girl who spontaneously developed a 
rapid and painless quadraplegia. Postmortem 
examination revealed an epidural hematoma 
extending throughout the cervical region. It 
is interesting that a correct antemortem diag- 
nosis was made. Ver Brugghen? reviewed the 
literature in 1946, and Sadka® in 1953. To 
date 25 verified cases have appeared, to which 
is added the case of this report. Thirteen cases 
followed straining and minimal to moderate 
trauma without spinal fracture, polycythemia 
vera and capillary fragility were present in 
one case; 11 occurred without any known pre- 
cipitating factor; 2 exhibited evidence of pre- 
vious hemorrhage and were thought to be re- 
current; one developed a recurrent hematoma 
following surgical evacuation of the initial 
one; 2 instances occurred during Dicumarol 
therapy; and one occurred in a hemophiliac 
which was not verified pathologically.* Eight 
cases had a fatal termination. 

Age does not seem to be an appreciable 
factor since the range extended from 20 
months to 79 years. As to sex, 9 females, 16 
males and a 20 month old infant, whose sex is 
unknown, were involved. Preponderance of 
males is probably due to the more frequent 
exposure to strain and trauma. The lesion has 
occurred with almost equal frequency at all 
levels of the spinal canal. 

The following case illustrates the clinical 
syndrome and emphasizes the fact that the 
lesion can be cured. Curable lesions involving 
the central nervous system should always be 


*Read before the Section on Neurology and Psychiatry, 
Southern Medical Association, Fifty-First Annual Meeting, 
Miami Beach, Fla., November 11-14, 1957. 


emphasized, even though rare, as such disor- 
ders are seen too infrequently in neurologic 
surgery. 

Case Report 


J. T., a 9 year old white girl, was admitted to the 
Halifax District Hospital at 10:30 A.M., on March 14, 
1957. At 4:00 A.M., on that morning, the patient 
awoke complaining of severe pain in the upper back 
with radiation into both shoulders which was intensi- 
fied by body movements. Two to three hours later it 
became apparent that she could not move the lower 
extremities and complained of numbness below the 
costal margin. Dr. Joel McCall, a pediatrician, was 
summoned, and on examination found the patient in 
a state of paraplegia, with a sensory level at the 4th 
or 5th thoracic cord level. 

Prior to the onset the patient had been in excellent 
health, and appeared normal without complaints upon 
retiring the preceding evening. There was no history 
of any trauma, even trivial, preceding the onset. Ap- 
proximately 6 months before admission the patient 
had a similar episode of upper back and shoulder 
pain without any known neurologic involvement. A 
diagnosis of pleurodynia was made because of an epi- 
demic existing at that time. She recovered on conser- 
vative treatment in a few days. No trauma had oc- 
curred prior to that episode. 

On examination the patient was a well-developed 
and well-nourished, alert and cooperative, but fright- 
ened child, with a complete loss of voluntary move- 
ment of the lower extremities. The tendon reflexes 
were hyperactive and abdominal reflexes were absent. 
Ankle clonus and the Babinski sign were evident bi- 
laterally. Abdominal distention due to urinary reten- 
tion was present. A sensory level was present on the 
trunk at the 4th thoracic cord level with a complete 
loss of all modalities below that point. Gentle flexion 
of the neck would greatly aggravate the pain described. 
Pressure over the spinous process of the 3rd thoracic 
vertebra elicited marked tenderness without radiating 
pain or paresthesias. The Brudzinski test was negative. 
The cranial nerves were functioning normally and no 
abnormal neurologic signs were elicited in the upper 
extremities. 

B.P. 110/70; T. 99.8°, rectally; R. 22; P. 90. Urinaly- 
sis was negative. RBC was 3,810,000, Hgb., 12 Gm., 
WBC, 10,100. Differential count was lymphocytes 9%, 
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monocytes 1%, neutrophils 88%, eosinophils 1 per 
cent. 

It was thought that the patient had an intraspinal 
mass lesion and, in view of the sudden onset, prob- 
ably an intramedullary hemorrhage arising from a 
vascular anomaly. Hemorrhage into a neoplasm was 
considered in view of the previous history of similar 
pain. 

X-ray films of the cervical spine were negative with 
the exception of a minimal scoliosis. An exhaustive 
attempt at myelography by the lumbar route was un- 
successful due to an inadequate flow of fluid, which 
was grossly bloody but showed a clear supernatant 
layer. Because of the passage of time and the discrete 
neurologic picture, it was decided to explore the up- 
per dorsal area rather than to consume time in an 
attempt at cisternal myelography in a badly fright- 
ened child in severe pain. 

Operation. Under general anesthesia a midline in- 
cision was made extending from the spinous process 
of the 7th cervical to that of the 4th thoracic verte- 
brae. The spines and laminae of the 2nd and 3rd 
thoracic vertebrae were removed, revealing a dark 
greenish membrane which was moderately tense and 
without pulsations, closely resembling the outer neo- 
membrane associated with chronic subdural hema- 
tomas over the hemispheres. In rongeuring, a small 
rent occurred in the membrane and on separation of 
the margins dark liquified blood began to escape. 
Normal dura could then be visualized at a depth of 
approximately 0.5 cm. At this point it was obvious 
that we were dealing with a partially organized epi- 
dural hematoma. In order to reach the limits of the 
lesion it was necessary to remove the spinous processes 


FIG. 1 


Artist’s sketch of surgically exposed lesion. 
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and the laminae of T-1l, as well as T-4. The mem- 
brane was quite firm and was incised in the midline 
with the escape of a considerable quantity of liquified 
blood and semisolid clots from the lateral gutters of 
the canal. The membrane itself was teased away in 
fragments and appeared virtually to surround the 
dura (Fig. 1). With removal of the hematoma the 
dura began to pulsate normally. It was then opened 
and on inspection the cord appeared to be normal 
with no variations in the surface vessels. A careful 
inspection of the epidural space was carried out but 
no recognizable vascular abnormalities were found. 
After hemostasis the wound was closed in layers with- 
out drainage. 

Microscopic examination of the membrane removed 
revealed a partially organized hematoma with prolif- 
eration of fibroblasts and capillaries, and the forma- 
tion of collagenous tissue in addition to areas of ex- 
travasation of red cells. No histologic evidence of a 
vascular abnormality or neoplasm was present. 

Course. A rapid improvement in the patient's neu- 
rologic state began on the morning of the first post- 
operative day, when she could move the toes on both 
feet and could localize light touch in a few areas. On 
the 6th postoperative day she was able to bear her 
own weight and walk with minimal aid. The sensory 
level fell rapidly and a transient hyperalgesia devel- 
oped below the previous level. At the time of dis- 
charge, on the 11th postoperative day, the patient was 
able to walk normally and without aid and demon- 
strated no sensory or reflex changes. Voiding without 
residual urine was possible at that time. The pain 
complained of preoperatively did not recur following 
operation. After operation the prothrombin time was 
15 seconds (control being 15 seconds), bleeding time, 
6 min. 30 sec., coagulation time, 5 min., and the 
Rumpel-Leede test did not offer evidence of capillary 
fragility. 

When last seen on August 30, 1957, the patient was 
without complaints, revealed no abnormal neurologic 
signs, and was leading a normal and active life. 


Discussion 


Clinically and pathologically it seems reas- 
onably certain that this patient had an epi- 
sode of epidural bleeding occurring 6 months 
previously which manifested itself only by 
radicular pain. A second and more severe epi- 
sode then occurred in the granulation tissue, 
producing paraplegia. 

This case is one of 2, and possibly 3, pre- 
senting evidence of recurrent spontaneous 
epidural hemorrhage. Schultz and associates,® 
reported a case with similar findings in a 
patient with recurrent back pain for 14 years 
which terminated in a paraplegic state. A case 
of Amyes and collaborators,® in which a re- 
current hematoma was evacuated 3 weeks 
after removal of the initial hematoma, would 
perhaps be better classified as a postoperative 
complication, since a source of the hemor- 
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rhage was found which proved to be ‘“‘a small 
artery beneath one of the laminae.” 

The etiology of this lesion is still obscure. 
Kaplan and Denker? have hypothesized that, 
in view of the two vascular anomalies, vari- 
cosities and telangiectases occurring in the 
epidural space, an increase of intra-abdominal 
pressure might cause the rupture of a weak- 
ened vascular wall due to increased venous 
pressure. In none of the reported cases has 
any vascular abnormality been _ identified. 
Trauma seems to be a relatively minor factor, 
as only 5 of these cases had a definite injury 
which consisted of falls, the most severe one 
being from a heighth of ten feet. Two fell 
landing on the buttocks, one fell from a 
bicycle, and the other had what was described 
as a trivial fall. It would seem that any signif- 
icant force directed to the spine might cause 
a weakened vessel wall to rupture. Patients 
with blood dyscrasias or receiving anticoagu- 
lant drugs would seem more vulnerable if 
such vascular abnormalities existed. 

It is quite possible that the lesion occurs 
more commonly than is apparent, producing 
transient back and radicular pains of hereto- 
fore unknown etiology. 

A sudden neurologic catastrophe occurring 
spontaneously and in an apparently healthy 
person is usually found to be of vascular ori- 
gin. Regardless of antecedent or associated 
factors, epidural hemorrhage was usually 
manifested first by radicular pain occurring 
at the site of the lesion, which was followed 
in minutes, hours or days by motor involve- 
ment below the lesion. In only 3 of the re- 
ported cases was there an absence of pain, and 
in one case documentation is lacking. 

Radiologic surveys of the suspected level of 
the spine have revealed no significant bone 
lesion. When performed, lumbar puncture has 
established the presence of a partial or com- 
plete subarachnoid block. The lower level of 
the lesion has been delineated by Pantopaque 
myelography, suggesting either an extradural 
or extramedullary lesion. 
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Twenty of the 26 reported cases had surgi- 
cal evacuation of the hematomas; 10 recov- 
ered completely and 3 had substantial im- 
provement. Five of the patients were not im- 
proved and 2 expired 2 and 5 weeks post- 
operatively; softening of the cord was found 
in the latter case at necropsy. Recovery oc- 
curred in one patient operated upon as long 
as 10 days after onset of paraplegia. 

The results of early laminectomy compare 
favorably with those following removal of 
other lesions causing gradual cord compres- 
sion, such as extramedullary tumors. 

In conclusion, a previously well patient of 
any age developing sudden radicular pain 
followed by progressive motor involvement, 
with or without strain, minimal trauma, or 
evidence of an infectious process should be 
regarded as a suspect for this condition. Even 
though rare it should also be suspected in pa- 
tients on anticoagulant therapy and_ those 
with blood dyscrasias. In rapidly developing 
cases with a discrete neurologic level, it is 
probably wise to proceed immediately with 
operation, as suggested by Ver Brugghen, 
rather than to consume time with mye- 
lography. 

Summary 


(1) A case of a recurrent spontaneous 
spinal epidural hemorrhage in a 9 year old 
girl is presented; she had complete recovery 
following surgical evacuation of the hema- 
toma. (2) The syndrome associated with this 
lesion is discussed. (3) A plea is made for a 
high index of suspicion and early surgical 
therapy. 
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Chronic Relapsing Pancreatitis and 
Pancreatic Insufiiciency* 


TIM J. MANSON, M.D., Chattanooga, Tenn. 


Some of the present knowledge of what is known regarding this condition 


has been summarized by the author. 


ALTHOUGH MUCH HAS BEEN WRITTEN about 
chronic relapsing pancreatitis, it remains a 
poorly recognized and treated disease. This is 
particularly true of those cases which depart 
from the accepted typical clinical picture. 

It is realized now that many separately de- 
scribed pancreatic diseases, such as chronic 
interstitial pancreatitis, pancreatic calcifica- 
tion and calcinosis, inflammatory cysts of the 
pancreas and, finally, atrophy, are but stages 
in the development of chronic pancreatitis. 
Its etiology has not been definitely deter- 
mined, but it would seem that whatever the 
factors, they cause progressive pancreatic dam- 
age, the result either of recurrent attacks of 
acute edema or necrosis. 


Etiologic Factors 


The disease occurs most often in males be- 
tween the ages of 20 and 50, but actually age, 
sex and nutritional status are of no great im- 
portance in its etiology. Excessive intake of 
alcohol in many instances seems to be a fac-- 
tor, being reported in various series as occur- 
ring in 20 to 68°; of cases, but its effect is 
probably indirect. Often there is concomitant 
disease of the biliary tract, and, although this 
formerly was considered to be a causative fac- 
tor in pancreatitis, thinking now seems to be 
directed toward the theory that biliary tract 
disease may be the result rather than the 
cause of the syndrome. Most workers agree 
that there is present in chronic relapsing pan- 
creatitis some degree of obstruction to the 
proper flow of pancreatic secretions which, 
combined with excessive production of bile 
and pancreatic juices, causes rupture of the 
ductal walls and extravasation of these juices 
into the gland. The blockage may be either 


*Read before the Section on Gastroenterology, Southern 
Medical Association, Fifty-First Annual Meeting, Miami Beach, 
Fla., November 11-14, 1957. 
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at the ampulla of Vater, the result of spasm, 
stone or fibrosis, or in the gland itself within 
the main pancreatic ducts, or in the smaller 
radiculi of the ductal system. The obstruction 
theory would explain the role of alcoholic 
excesses, heavy drinking causing edema of the 
duodenum and ampulla, and also the benefi- 
cial results of the sphincterotomy procedure 
in certain cases of pancreatitis. 

Much has been made of the theory of the 
“common channel.” Doubilet and Mulhol- 
land! believe that the disease is essentially 
due to dysfunction of the sphincter of Oddi, 
allowing bile to flow, under tension, by this 
common channel into the pancreatic ductal 
system. Berens, Bagenstoss and Gray? have de- 
scribed in detail how this can take place, 
though Warren," in his series from the Lahey 
Clinic, states that 12°, have no common 
channel and questions the importance of this 
theory. Indeed, the flow of radiopaque mate- 
rial into the pancreatic duct from the com- 
mon bile duct during cholangiography has 
been demonstrated so often in normal people, 
that it is assumed that it takes something 
more than pure reflux flow of bile to precipi- 
tate pancreatitis. 

The role of other possible obstructive fac- 
tors is at present obscure. It may be said that 
at present only two mechanisms, choledocho- 
lithiasis and intraductal metaplasia with stric- 
ture formation, are definitely thought to 
cause pancreatitis. Other lesions, such as pan- 
creatic stones or focal areas of necrosis and 
inflammation, are probably the result of re- 
lapsing pancreatitis, rather than actual eti- 
ologic factors. 


Symptoms and Signs 
Pain is the most common presenting symp- 
tom of chronic pancreatitis. It is generally de- 
scribed as a boring, burning or colicky pain, 
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of varying degrees of severity, occurring most 
commonly in the epigastrium or left upper 
quadrant and radiating directly through to 
the back or to the left flank. However, we 
would like to emphasize that this pain may 
occur anywhere in the abdomen, and often is 
of greatest intensity in the right upper quad- 
rant or lower chest. Bartholomew and Com- 
fort* have even described 10 proved cases of 
chronic pancreatitis in which there was no 
complaint of pain. This was so even in the 
presence of calcification. 

At first the pain is intermittent in charac- 
ter, and may last for several weeks, or may 
subside within a matter of hours. It is usually 
severe and requires repeated doses of narcotics 
to control it throughout its duration, this 
being a diagnostic feature. The ingestion of 
either food or water often aggravates it. In 
one of our cases, an alcoholic woman, who 
had previously had a cholecystectomy for 
cholesterosis, right upper quadrant pain oc- 
curred regularly 10 to 20 minutes after eating 
or drinking anything, until it became so un- 
bearable that she contemplated suicide. This 
woman was most dramatically relieved by 
transduodenal sphincterotomy and even suc- 
cessfully resumed her alcoholic career for two 
vears, until she committed suicide anyhow 
due to marital difficulties and depression. 

Nausea and vomiting are frequent symp- 
toms of chronic relapsing pancreatitis, begin- 
ning as a rule some time after the pain has 
become established. Early this is reflex in its 
mechanism, but later in the course of the dis- 
ease may result from partial duodenal ob- 
struction. Most often vomiting does not result 
in the relief of pain. 

Weight loss is eventually in the range of 15 
to 50 pounds, but often does not begin in the 
early stages of the disease. Diarrhea is consid- 
ered to be characteristic of the disease, but we 
must remember that this is not by any means 
universal, and that other changes in bowel 
function, such as alternating diarrhea and 
constipation or constipation alone, may be 
predominant in chronic pancreatitis. Indeed, 
in Knight and Muether’s® series, constipation 
was prominent in 76°, of the cases. Such ir- 
regularities may be due to general gastroin- 
testinal irritability, changes in dietary habits, 
or often to the use of narcotics for pain. 

Steatorrhea is found in only about 50°% of 
the cases. The typical stool, when this occurs, 


SOUTHERN MEDICAL JOURNAL 


AUGUST 1958 


is described as bulky, greasy and light in color 
and is of excessively foul odor. The presence 
of this type of stool is dependent upon the 
degree of acinar destruction in the pancreas; 
fat loss is not always excessive in chronic pan- 
creatitis, and often only in the face of exten- 
sive destruction of the gland. 


Diabetes mellitus apparently occurs in only 
15 to 25° of various series, and is dependent 
upon the extent of damage to the islet cell.® 
However, it must be emphasized that the pan- 
creas, as the liver, is capable of great regen- 
eration. Thus, there may be marked pancre- 
atic necrosis and fibrosis, without necessarily 
a concomitant decrease in islet cell or acinar 
function. Transient glycosuria, however, may 
be present during acute exacerbations of pain, 
and its discovery is quite significant. About 
75°, of cases will show some abnormality of 
the glucose tolerance curve, and therefore this 
test should be routinely done in all cases of 
suspected chronic relapsing pancreatitis. 

Jaundice will occur in approximately 25°%, 
ol all cases studied. It is not always due to 
obstructive cholelithiasis, but may also result 
from either associated hepatocellular disease, 
or an ascending cholangitis. Cholelithiasis 
does occur, however, in about one-third of the 
cases of pancreatitis. 

In addition to these commonly described 
symptoms, we cannot fail to be impressed with 
the frequency of other symptoms, minor in 
character and often thought to be functional 
in origin. However, since they respond to 
proper medical management, including  re- 
placement therapy with pancreatic extracts, 
our feeling is that there is also a certain ele- 
ment of pancreatic insufficiency underlying 
the functional disorder. These symptoms con- 
sist of a sense of fullness and pressure in the 
left upper quadrant, excessive belching, 
marked bloating of the abdomen, borborygmi 
and flatulence. The upper gastrointestinal 
tract, due to its close relationship to the dis- 
eased pancreas, is frequently disturbed, result- 
ing in spastic phenomena or actual edema of 
the duodenum, these disorders leading to 
burning dyspepsia or ulcer-like distress. It is 
the presence of these complaints, combined 
with a paucity of physical findings and lack 
of significant laboratory data, that often are 
the disturbing symptoms of early chronic re- 
lapsing pancreatitis, before the periodic at- 
tacks of pain reach their typical severity. 
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They may be quite difficult to control and 
often lead to a diagnosis of psychoneurosis; 
in fact, the literature is replete with cases of 
later proved pancreatitis that have gone for 
months or even years, branded as severe neu- 
rotics. 

In short, the diagnosis of chronic relapsing 
pancreatitis is often most difficult and at 
times the history of recurrent abdominal pain 
is the only thing one has to go on. In acute 
exacerbations the physical findings usually do 
not match the apparent severity of the pain, 
and this in itself should make one aware of 
pancreatitis as the possible correct diagnosis. 
There is some diffuse tenderness in the epi- 
gastrium and flanks and perhaps muscle 
splinting, but no board-like rigidity as one 
would expect with a ruptured viscus. Abdom- 
inal distention may be very prominent, mak- 
ing one consider the possibility of intestinal 
obstruction. As one observes his patient over 
a period of three or four days, he occasionally 
sees the development of a tender, elongated 
mass across the epigastrium, representing an 
edematous pancreas. If it progresses into an 
irregular mass, it is most likely an inflamma- 
tory cyst. Between attacks there may be no 
abnormal physical signs. 


Special Studies 


Certain laboratory aids may be used during 
the acute relapses. A plain roentgen film of 
the abdomen may prove there is no free air 
under the diaphragm, and perhaps show cal- 
cification in the region of the pancreas. Both 
anteroposterior and lateral films should be 
made, to make certain that the spine does not 
obscure this area. 

Serum amylase and lipase are elevated in 
about 25 to 35% of acute exacerbations of the 
disease, and usually return to normal within 
three or four days. 

We have been most interested in serial en- 
zyme studies, and although no definite con- 
clusions have been reached as yet, we feel they 
offer us more information than isolated de- 
terminations. For instance, we have under 
observation at present a woman whom we had 
previously treated for duodenal ulcer, who 
had an attack of acute pancreatitis 6 months 
ago. She has remained asymptomatic with 
anticholinergic and antacid therapy since that 
time, but at each subsequent check she con- 
tinues to have an elevated serum amylase. 
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Due to other physical reasons we have not felt 
that abdominal exploration is advisable to 
rule out carcinoma, but she has none of the 
stigmata of this disease, and we interpret this 
finding as indicative of continued inflamma- 
tion. 

Fluctuating serum enzyme values have been 
described in chronic relapsing pancreatitis, 
and with progressive atrophy of the gland, 
lower than normal readings have been found, 
due to destruction of acini. Until more effec- 
tive diagnostic methods are developed we feel 
that repeated enzyme determinations may be 
found to give indication of the progress of the 
disease. 

Usually one may expect an elevated sedi- 
mentation rate and leukocytosis in acute re- 
lapses of pancreatitis. The one pathogno- 
monic finding in chronic relapsing pancre- 
atitis is the x-ray demonstration of calcifica- 
tion of the gland. Gastrointestinal studies may 
show such indirect signs as widening of the 
duodenal loop or “ironing out” of the mu- 
cosal pattern on the medial aspect of the loop; 
pressure defects can at times be demonstrated 
to involve the distal end of the stomach, duo- 
denum or transverse colon. 

Stool examination is a most important 
diagnostic procedure. In addition to the gross 
appearance of the typical stool previously de- 
scribed, staining with Sudan III will often 
show an increase in sudanophilic oil droplets, 
signifying deficient fat digestion. Microscopic 
examination of unstained fecal matter will 
also reveal, on occasion, undigested meat 
fibers, with preservation of their square ends 
and cross striations, indicating the decreased 
proteolytic activity of trypsin. 

Tests of pancreatic function, after stimula- 
tion of secretion with substances such as 
Mecholyl! or secretin, have not been uniform- 
ly successful. Although they are still being 
used in some centers, in community hospitals 
such as ours, though possessed of excellent 
laboratory facilities, the secretin test is so cost- 
ly and time consuming and the chances for 
error so great, that it has been deemed im- 
practical. Even such splendid institutions as 
the Lahey Clinic have discontinued its rou- 
tine use because of these limitations. 


The Althausen starch tolerance test, al- 
though positive in patients with advanced 
disease, yields equivocal results in those with 
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minimal disease and therefore does not prove 
useful in those cases where its need is greatest. 
Other tests, such as the I'*! labeled meal, 
have been devised to detect pancreatic insuf- 
ficiency, but at present there is no easy de- 
pendable direct test of pancreatic function. 


Treatment 


It has been stated that the treatment of 
chronic relapsing pancreatitis is essentially 
surgical. Certainly this is true in those pa- 
tients who are having too frequent, severe or 
prolonged attacks of pain, or in whom the 
complications of marked weight loss or stea- 
torrhea are problems, or when it is deemed 
necessary to prevent progressive destruction of 
the gland. By all means surgical treatment 
should be used before narcotic addiction has 
taken place; this had already occurred in 58°, 
of a series reported from the Lahey Clinic.? 

Since this paper is concerned primarily 
with the medical problems inherent in the 
diagnosis and treatment of chronic relapsing 
pancreatitis, the present state of surgical ther- 
apy will only be summarized. In the past dec- 
ade, numerous papers have been written, ex- 
toling the various surgical approaches to treat- 
ment. These include: (1) the direct proce- 
dlures,—pancreaticoduodenal resection of the 


head, partial resection of the tail, pancreatico- 


lithotomy, pancreaticojejunostomy and _ total 
pancreatectomy; (2) indirect procedures, such 
as transduodenal sphincterotomy and _ partial 
gastrectomy; and (3) procedures directed to- 
ward control of pain by interruption of the 
sympathetics, such as splanchnicectomy and 
sympathectomy. Such widely varying results 
of surgery are reported that the only logical 
explanation must be that the reporting sur- 
geons are treating the disease in different 
stages of its progression. For instance, whereas 
sphincterotomy may be of great benefit in the 
earlier obstructive phase of chronic relapsing 
pancreatitis, in the most advanced forms of 
the disease more radical procedures, such as 
pancreaticoduodenectomy or distal pancrea- 
tectomy, should be those that offer greatest 
chances of relief. At present one must assume 
that since there is no unanimity of opinion as 
to the proper surgical approach, there must 
be no one operation that will solve all prob- 
lems of this disease. The competent and qual- 
ified surgeon must be able to choose the pro- 
cedure that will fit the lesion found upon ex- 
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ploration, for only then will good results be 
obtained. 

The objectives in medical management of 
the disease are the relief of pain in the acute 
painful episodes, the prevention, insofar as 
possible, of further damage to the pancreas, 
and the control of the various signs of insuf- 
ficiency. 

Sometimes the milder attacks of pain can 
be successfully handled by nitroglycerine or 
by the injection of one of the anticholinergic 
drugs such as Banthine. More often a narcotic 
is necessary and, to avoid the disadvantages 
of morphine, Demerol is the drug of choice. 
Time does not permit detailing the further 
measures utilized in the acute attacks; these 
have been well covered in other monographs. 

Alcohol must absolutely be avoided. It is 
well known that it will stimulate secretion of 
hydrochloric acid, and this in turn causes in- 
creased production of secretin. Hydrochloric 
acid will also cause spasm of the sphincter of 
Oddi, and the combination of these mecha- 
nisms is thought theoretically capable of 
bringing about the cycle of events that termi- 
nate in acute pancreatitis. The rest of the 
medical treatment consists of both the science 
and the art of dietary and drug manipulation. 

We believe, as a general rule, that such 
anticholinergic drugs as Pro-Banthine, Pam- 
ine, Tral and others are of greater usefulness 
than the drugs of the atropine group. How- 
ever, one will often find occasions where pain 
and distress are still controlled more success- 
fully by the antispasmodic drugs, or even by 
combining both types of therapy. It is helpful 
to remember that prescriptions containing the 
time-honored combinations of belladonna and 
phenobarbital have not lost their charm. 

The diet should eliminate foods that have 
the tendency to induce irritability of the gas- 
trointestinal tract. These include raw fruits, 
most notoriously apples and those of the 
melon group, fried foods, rich pastries and 
candies, nuts, bran and other coarse cereals, 
pork, raw vegetables, dried beans and _ peas, 
thickened gravies, buttermilk, rhubarb, greasy 
foods and excessively fatty and highly spiced 
foods. 

Due to weight loss, indicative of the waste 
of ingested protein and fats, these patients 
often have to eat a diet whose caloric value is 
50°. or more above normal. However, since 
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fats are poorly tolerated in most instances, 
these calories must be supplied by a high pro- 
tein, high carbohydrate diet. 

We still believe in the value of gastric an- 
alysis as an indication of the presence and 
amount of hydrochloric acid, for as we have 
indicated, hyperchlorhydria must be con- 
trolled. We have been impressed with the pro- 
longed effective buffering of hydrochloric 
acid by Alglyn and by the speed with which 
it goes into solution, although the aluminum 
hydroxide and magnesium trisilicate prepara- 
tions, or those combining calcium carbonate 
and the magnesium powders are frequently 
used. The importance of acid control is 
pointed up by the knowledge that there is a 
high incidence of associated duodenal ulcer in 
chronic pancreatitis,—15.8% in Warren’s* 
series. 

Diabetes is managed in the usual manner, 
using insulin when necessary. We have not 
had the opportunity of using Orinase in cases 
of pancreatitis with resulting diabetes, but 
presumably the indications and limitations 
for its use will be the same as for idiopathic 
diabetes mellitus. 

In common with others we have found 
either triple strength pancreatin tablets or 
Viokase to be of great value in the manage- 
ment, not only of steatorrhea, but other symp- 
toms such as abdominal distress, fullness in 
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the left upper quadrant, and loose, frequent 
stools. The latter preparation seems to be 
often more effective and is better tolerated by 
both the stomach and the pocketbook, due to 
its smaller required dosage. 


Conclusions 


In summary, it may be stated that chronic 
relapsing pancreatitis is a disease of not fully 
understood etiology or sequelae. Although in 
many advanced cases surgical treatment will 
prove to be necessary, there is still a definite 
place for the medical management of the dis- 
order and it will often prove successful and 
adequate. It is to be hoped that before too 
long there will be developed simpler and 
more reliable methods of diagnosis, so that 
proper treatment can be instituted earlier in 
the course of this poorly understood disease. 
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Massive Venous Occlusion: 


Its Pathogenesis and Management* 


W. SEERLING EDWARDS, M.D.,+ Birmingham, Ala. 


This is a serious condition which needs prompt attention in the hope of 
avoiding serious immediate, or chronic complications. 


\CUTE THROMBOPHLEBITIS Of the leg veins is 
usually a benign disease unless complicated 
by pulmonary embolus or chronic postphle- 
bitic edema. A much more severe process may 
occur acutely which endangers the patient's 
limb as well as his life. This sudden occlu- 
sion of the iliac and femoral veins has been 
called “phlegmasia cerulea dolens,” “pseudo- 
embolic phlebitis,” and more recently by Veal, 
“massive venous occlusion.”! 

Severe pain, tense edema and bluish dis- 
coloration of the leg and thigh characterize 
this process. It may occur in an ambulatory 
patient without previous phlebitis or may 
develop on top of a pre-existing more benign 
type of thrombophlebitis. The process may 
be so severe that a shock-like state may ensue 


and death follow from acute loss of blood’ 


into the involved extremity. The pulses may 
disappear and the leg become gangrenous 
requiring its amputation. 

It is quite certain that extensive thrombosis 
of the iliac and femoral and popliteal veins 
is the cause of the tense edema in this con- 
dition. It is not clear as yet why some patients 
develop an absence of arterial pulses and ne- 
crosis of the tissue of the lower leg. Arterial 
spasm due to the inflammation of the ad- 
jacent veins has been implicated by some.** 
Potal occlusion of all the venous outlets from 
the leg has been postulated by others.® Even 
venous spasm has been implicated. Because 
of the confusion in the pathogenesis of this 
condition there has been no uniform approach 
to treatment. Those who have felt that ar- 
terial spasm is important in the cause of ob- 
literation of arterial pulses and gangrene of 
the leg have used lumbar sympathetic nerve 


*Read before the Section on Surgery, Southern Medical As- 
sociation, Fifty-First Annual Meeting, Miami Beach, Fla., 
November 11-14, 1957. 

+From the Department of Surgery, Medical College of Ala- 
bama, Birmingham, Ala. 


block for relief of this arterial spasm. Veal! 
has reported the use of high elevation of the 
legs with rapid passive flexion of the knees 
and hip to reduce the edema and the high 
pressure in the extremity by a milking action. 
Mahorner® has suggested immediate throm- 
bectomy of the femoral vein with the removal 
of as much clot as possible as the treatment 
of choice. Anlyan? has recently speculated 
that heparin and elevation of the leg are 
enough to reduce the element of spasm and 
to prevent further clotting, thereby saving the 
leg. 
Treatment and Results 


We have recently had an opportunity to 
study 5 cases of massive venous occlusion of 
one lower extremity, using different methods 
of treatment in these cases. These patients 
have been reported in detail elsewhere.* 

In one of the earlier cases the technic of 
Veal was used, elevating the patient's lower 
extremities well above the level of the trunk 
and chest and rapidly flexing the thigh and 
leg. Several minutes after this procedure was 
started the patient had a massive pulmonary 
embolus and this therapy was immediately 
discontinued. He recovered without further 
emboli but with a chronically swollen leg. 
This experience convinced us that vigorous 
manipulation of a leg containing a loose clot 
was dangerous from the standpoint of pulmo- 
nary embolus and has not been repeated. 
However, we do believe that Veal’s sugges- 
tion of high elevation of the leg is a valuable 
therapeutic measure. 

Three patients were treated by lumbar 
sympathetic block, using continuous venous 
pressure recordings in the saphenous vein of 
the involved and uninvolved extremities to 
follow the progress of the venous pressure 
after this maneuver. Spinal anesthesia was 
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used rather than paravertebral lumbar sym- 
pathetic block, since it is likely that spinal 
anesthesia gives a much more effective total 
sympathetic block and that this block is ob- 
tained with greater certainty than with a 
paravertebral block. In these 3 patients the 
venous pressure in the involved extremity 
dropped slowly but surely over the course of 
8 or 10 hours after the block was initiated. 
Pulses returned in | or 2 hours, the leg be- 
came more normal in color and none of these 
extremities were lost from tissue necrosis. 
Pressure elevations as high as 900 cm. of 
water were observed initially in some of these 
individuals, and after 8 or 10 hours the pres- 
sure dropped to 400 or 500 cm. of water. 
The pressures never dropped to the normal 
level of 50 to 150 cm. of water but this did 
not seem to be necessary to prevent gangrene 
of the leg. 

Because of these high levels of venous pres- 
sure a simple technic was worked out for 
taking venous pressure intermittently. A 
polyethylene catheter was inserted in the 
saphenous vein at both ankles and was con- 
nected to an intravenous drip set attached 
to a bottle of normal salt solution. Venous 
pressure could be determined at any time 
by raising or lowering the infusion bottle 
to the point where the drip stopped. The 
water level in the bottle at this point was 
taken as the venous pressure comparing it 
with a zero level at the patient’s heart. 

An additional benefit of spinal anesthesia 
as a sympathetic block was the immediate 
relief of pain in this very uncomfortable con- 
dition. This analgesia, of course, lasted sev- 
eral hours and usually the patients were much 
improved after the anesthesia had worn off. 

All pressure determinations were done with 
the patients supine. Usually the legs were 
elevated between pressure measurements, but 
they were lowered to heart level again for 
measurement of pressure. In most of these 
studies to determine the effects of spinal 
anesthesia nothing else was used in treatment. 
The patient’s legs were not elevated until a 
definite drop in venous pressure had occurred 
and no heparin was given. In all, however, 
after the study period was completed, heparin 
solution, 200 mg. per 1,000 cc. of saline, was 
added to the drip bottle and was given into 
the involved vein for 48 hours. After this time 
intramuscular heparin in divided doses, every 


4 hours, was continued for at least 10 days. 

Despite the fact that heparin was given in 
this fashion to one patient and his clotting 
time carefully controlled at 20 to 30 minutes, 
he again developed massive venous occlusion 
in the involved leg 2 weeks after the initial 
episode and a second spinal anesthesia again 
brought relief. This case was enough to make 
us feel that heparin alone was not enough 
to relieve or even to prevent massive venous 
occlusion in all cases. One of these patients, 
after going home, developed a small pulmo- 
nary embolus, a complication which remains 
a serious problem. One of the 3 patients 
treated with spinal anesthesia, elevation of 
the leg, and heparin developed a_postphle- 
bitic swelling, the other 2 were free of swell- 
ing 7 months after the illness. The fifth pa- 
tient was treated with spinal anesthesia fol- 
lowed a few minutes later by thrombectomy, 
removing the clots from the femoral and iliac 
veins and suturing the incision in the vein, 
leaving the vein patent as recommended by 
Mahorner. Heparin drip was immediately 
started in the involved saphenous vein at the 
ankle. This patient showed a much more 
abrupt drop of pressure than those who had 
spinal anesthesia alone. His pulses returned 
immediately, but it is interesting that the 
pressure did not drop to a normal level, 
dropping from 780 cm. of water to 319 cm. 
of water, the latter level still being above 
normal. This patient did not have the charac- 
teristic postphlebitic changes in the leg after 
discharge. 


Discussion 


These studies have made us feel that me- 
chanical obstruction of the iliac and femoral 
vein by thrombus is the most important ele- 
ment in the pathogenesis of this syndrome. 
The fact that venous pressure drops after 
sympathetic blockade indicates that venous 
spasm is the second most important factor. 
Arterial spasm may or may not be present, 
but if arterial spasm were dynamically im- 
portant the venous pressure would rise rather 
than fall after sympathetic block. It seems 
likely that arterial spasm, if present, is a 
protective mechanism to prevent further pool- 
ing of blood in the involved extremity. 

Thrombectomy with removal of as much 
clot as possible seems to approximate the 
ideal treatment more closely than any other 
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method thus far. Whether or not this will 
result in a higher incidence of pulmonary 
emboli, since the venous pathway is left open, 
is uncertain. Another unanswered question 
as yet is how many of these veins will remain 
patent after thrombectomy. A third question, 
as yet unknown is, how many of these pa- 
tients who have been operated upon will 
recover without chronic edema of the leg, in 
comparison with those treated conservatively. 
Mahorner’s figures are quite encouraging 
since he has found that a majority of his 
patients have not had residual edema, he has 
had no case of pulmonary embolus and the 
cases in which he has done a late venogram 
have demonstrated a patent channel. 


Summary 


Massive venous occlusion of the legs is al- 
most certainly a result of iliac and femoral 
thrombosis of undetermined origin. The ele- 
ment of venous spasm is very important in 
adding additional venous obstruction to this 
mechanical obstruction. Spinal anesthesia, as 
an effective sympathetic nerve block, has low- 
ered venous pressure in every case in which 
it alone was used as the original method 
of treatment. This would indicate that venous 
spasm has been relieved by this mechanism 
since arterial spasm, if it were dynamically 
important, would allow a greater elevation 
than venous pressure. Heparin is an addi- 
tional adjunct to therapy in_ preventing 
recurrence of thrombosis or occlusion by 
thrombus of important collaterals. Whether 
or not it has antispasmodic action itself is 
uncertain as yet; one of our patients de- 
veloping a recurrent massive occlusion while 
on adequate heparin therapy has made us 
doubt that it does have antispasmodic effect. 
High elevation of the leg is important in 
treatment, but manipulation of the leg as 
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suggested by Veal may be dangerous as dem- 
onstrated in one of our cases. Our present 
treatment then would consist of spinal anes- 
thesia, high elevation of the leg without 
manipulation, intramuscular or intravenous 
heparin administration for 10 or 14 days, im- 
mediate thrombectomy if the symptoms of 
arterial insufficiency were not quickly re- 
lieved by these conservative measures. 
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Discussion (Abstract) 


Dr. Howard Mahorner, New Orleans, La. 1 want 
to thank Dr. Edwards for asking me to discuss his 
paper. We take a very aggressive attitude toward 
massive thrombosis with marked swelling of the ex- 
tremity. Operative intervention is considered an emer- 
gency. The femoral vein is opened usually at the 
confluence of the deep, superficial and common 
femoral. Having placed small rubber bands under 
each to control hemorrhage, a longitudinal incision 
is made into the vein, and the clot is either pushed 
out from above and below, squeezed out, or sucked 
out with a catheter or picked out with delicate forceps. 
After completion of the procedure the opening in the 
vein wall is closed restoring the lumen, and heparin 
is dripped into a distal tributary. Post-thrombo- 
phlebitic edema is much less following thrombectomy. 
I am pleased to hear Dr. Edwards say his studies on 
venous pressure show that the pressure immediately 
is diminished. In 4 of the venograms done on 5 of 
these patients, open channels were found. 
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Lumbar F asciotomy* 


ELIAS MARGO, M.D., Oklahoma City, Okla. 


The author gives his thinking on the use of this operation in itself 


or in conjunction with other operative procedures. 


THIs Is A PROCEDURE for the release of con- 
tracted deep lumbar fascia. For many years | 
have observed the frequency of a tight and 
thick lumbar fascia limiting flexion of the 
back in the absence of inflammation or other 
known disease directly affecting the fascia. 

In industrial practice, a sore and stiff back 
often follows a simple back strain which in 
the majority of instances involves the lumbo- 
sacral area. Restricted motion, rest, strapping 
for support, and physical therapy usually 
bring about relief. 


There are many other conditions where the 
fascia remains contracted resulting in an ex- 
aggerated lordotic curve with permanent de- 
formity and restricted function. Some com- 
mon findings and complaints are: (1) stiff- 
ness and soreness in the low back; (2) in- 
ability to lie flat on the back without a sup- 
port or roll under the knees; (3) tightness or 
flexion deformity of hip or hips; (4) dull 
headaches from tension of a tight and stiff 
back; and, (5) tightness of the iliotibial band 
in long-standing cases manifested by positive 
Ober’s sign. 


Anatomy 


The fascia of the back is divided into the 
superficial and deep fascia. The superficial 
fascia is thick and tough and contains a quan- 
tity of granular fat.! 


The deep fascia is attached proximally to 
the occipital bone and in the median plane to 
the ligamentum nuchae and, below this level, 
to the ligaments and spinous processes, thus 
extending from the skull to the sacrum and 
coccyx. Its fibers are mainly transverse and 
ensheath the superficial muscles of the back. 
In the shoulder region it is attached to the tip 
of the shoulder and extends over the upper 
arm. Below and laterally it is attached to the 
iliac crest. 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Fifty-First Annual 
Meeting, Miami Beach, Fla., November 11-14, 1957. 


In the loin the deep fascia is named the 
lumbar fascia and is divided into three layers, 
posterior, middle, and anterior, which enclose 
muscles between them; but the posterior layer 
is the only one of the three which is continu- 
ous with the deep fascia above the loin. In the 
sacral and lumbar regions it becomes a strong, 
thick, glistening aponeurosis, termed the pos- 
terior layer of the lumbar fascia. This layer is 
attached medially to the lumbar and sacral 
spinous processes as well as to the supra- 
spinous ligaments and laterally to the iliac 
crest. Muscle fibers and bundles of the erecti 
spinae are fastened or originate from the 
adjoining fascia. 

It is this posterior layer of the lumbar fascia 
with which this paper deals. It will be re- 
ferred to simply as the “lumbar fascia.” 


Case Report 


In July, 1951, while vacationing in New Mexico, I 
was consulted by a forest ranger, age 66, with the 
complaint of “low back pain, sciatica, crooked back 
and dull headaches.” The following month a complete 
history was taken and thorough examination was made 
in the office on August 20, 1951. 


Information revealed that four years previously he 
had been injured in a “fall from a cliff landing on 
his heels.” He developed pain in the low back region 
which gradually became worse, with the pain extend- 
ing down the right leg to the heel. The back became 
swayed, and weakness was noted in the dorsiflexors of 
the right foot on walking. A definite list to the left 
was noted. He was unable to work and at times was 
bedfast. 


On examination, the following pertinent findings 
were present. 

(1) Subjective. He had pain in the back, and stated 
he could not sleep on his back. Tenderness of the 
lumbosacral region extended along the right sciatic 
distribution, and there was numbness of the outer 
aspect of the right thigh and calf. 

(2) Objective. There was extreme lordosis with a 
list to the left. He stood with the right leg flexed. 
There was spasm of the erecti spinae, more on the 
right. The right ankle jerk was hypoactive. The ex- 
tensor hallucis longus was weak, and there was slight 
atrophy of the right thigh and calf. Motion of the 
back was very restricted, there being none on exten- 
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sion and flexion was limited with the list to the left 
being exaggerated at this time. 

X-ray examination revealed a collapsed lumbosacral 
joint with an increased lordotic curve. 

Tentative Diagnosis. Nerve root pressure on the 
right side, lumbosacral level. 


Operation was recommended and done on August 
21, 1951. A midline, low lumbar incision was made. 
Tightness of the lumbar fascia was noted. Retraction 
was difficult and the operator had to sever the deep 
fascia for exposure from the midline incision across on 
each side to the iliac crests. In doing so the fascia 
spread as if ripping a tightly stretched canvas with a 
knife. The lordosis was corrected and retraction was 
simple. A degenerated and partly protruded lumbo- 
sacral disc on the right side was curetted. After dis- 
traction of the lumbosacral joint about three-eighths 
inch, fusion of the facets at this level was carried out 
using bone blocks obtained from the third, fourth and 
fifth lumbar spinous processes. 


Convalescence was not unusual. Following operation, 
the patient was able to sleep on his back, and re- 
marked “was relieved for the first time of dull head- 
aches of the back of the head in years.” 


This statement by the patient stimulated further 
studies into the role which the tight lumbar fascia 
plays in low-back syndromes. 


Indications 


The following clinical circumstances pro- 
vide indications for surgical treatment: 

(1) Individuals in industry with lordosis 
and a history of frequent back strains and 
episodes of pain, stiffness and frequent layoffs 
from work.?+ 

(2) Congenital lordosis with restricted 
flexion and complaint of “weak back” as in 
prespondylolisthesis and spondylolisthesis.® 

(3) Lordosis in cases of ankylosed hip 
joints following healed tuberculosis or osteo- 
myelitis. 

(4) Lordosis with sore and stiff backs fol- 
lowing operations upon the hip, as in cup 
arthroplasty, Whitman’s reconstruction, hip 
femoral osteotomy, hip prosthesis, etc. 

(5) Lordosis with sore and stiff back sec- 
ondary to hip disease such as coxa malum, 
with or without operation on the hip.® 

(6) Lordosis with stiffness following tuber- 
culosis spinal lesions. 

(7) Sore and stiff backs following spinal 
operations, such as removal of a disc.* 

(8) Lordosis in cases of osteochondrodys- 
plasia, in dwarfs and midgets. 

In addition, I am doing fasciotomies in 
practically all instances of disc-fusion opera- 
tions, when lordosis is a prominent finding. 
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Technic of Operation 


A three inch transverse or slightly down- 
ward curved incision is made at the lumbo- 
sacral level. Bleeding is controlled by electro- 
coagulation. Dissection is extended to the 
deep fascia which is cut transversely to the 
posterior superior iliac spines. If the fascial 
fibers are taut at this point, dissection is ex- 
tended proximally along the iliac crest releas- 
ing all tightness. Then the fascia is freed from 
the fourth and fifth lumbar and first sacral 
spines. Usually it is also necessary to cut the 
interspinous ligaments between the fourth 
and fifth lumbar and the first sacral spinous 
processes. All bleeding should be well con- 
trolled and a dry field obtained. Frequently 
small vessels on the fascial surface may cause 
trouble. 


Closure is done with No. | plain catgut to 
the superficial fascia and silk to the skin. The 
patient should lie as much as possible on the 
back for 48 hours. 


Results 


Results have been uniformly good. Revi- 
sions have been done in 2 cases where all the 
fascial fibers were not completely cut result- 
ing in a sore or painful spot or “trigger 
point.” Under local anesthesia and through a 
small incision the fibers were severed. The 
final result in both cases was good. No insta- 
bility has been noted of the back or pelvis. 


Conclusions 


Lumbar fasciotomies have been done in 
over 200 cases, the patients presenting the in- 
dications as stated previously. The largest 
number were in the disc-fusion group. The 
results have been good and I commend the 
procedure for your consideration. 
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Discussion (Abstract) 
W. Cullipher, Miami, Fla. 


Dr. E. The treatment of 
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backache with or without sciatic pain remains one of 
our most vexing problems. Whether man’s troubles 
became multiplied more on assuming the upright 
position, or when he gave up a rib for the creation of 
a companion remains a moot question closely related 
to this matter. The emotional and psychic make-up of 
man is also a great contributing factor. In any event, 
as far as is known, man is the only vertebrate who 
suffers from backache and sciatica. 


Although conservative treatment has long been the 
method of choice, and still is in the usual case of 
backache, in those instances in which operation is 
needed we have gone through many phases in recent 
years. Through the “20's” and to the mid-“30’s” it 
was first lumbosacral fusion, then sacro-iliac fusion, 
and finally the combined operation of fusion of all 
three joints. It was in the mid-“30's” that soft tissue 
operations for the relief of low back pain and sciatica 
was first mentioned by such workers as Ober, Freiberg 
and Clarence Heyman. At that time the theory of 
fibrositis, myofascitis and chronic myositis began to 
draw more attention. I am sure you are familiar with 
the Ober fasciotomy, the section of the piriformis as 
done by Freiberg, and the operation done by Heyman, 
which primarily was stripping of the muscle and liga- 
mentous attachments from the posterior crests of the 
ilium, and he occasionally did section the fascia over- 
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lying the sacrospinalis muscle when tenderness, pain, 
or tightness were found. 

For approximately 20 years now we have been in the 
phase of operations for ruptured intervertebral disc, 
with or without fusion. Various prop and H-grafts 
have endeavored to separate the spinous processes in 
the lumbosacral area, therefore taking off the pull 
toward lordosis which is the primary mechanism by 
which this lumbar fasciotomy becomes beneficial. 
Fred Knowles has a series of some 167 cases in which 
he feels that he has relieved the symptoms of sciatic 
pain simply by putting a metal rod between the spinal 
processes through a very small incision. In any event, 
we have again arrived at a combination operation be- 
cause of too many disappointing results. 

Dr. Margo has again drawn our attention to the 
fact that apparently more simple but still rather vital 
factors should be considered carefully before an opera- 
tion. His results are most encouraging and he has very 
ably presented them. Although I see plenty of stiff, 
sore backs, both before and after operation, I am con- 
cerned about the frequency with which he puts lor- 
dosis as an indication for operation. Either I see this 
infrequently or do not recognize it when present. Most 
of the backs I see are more or less flat. 


I wish to thank Dr. Margo for his contribution and 
for the opportunity of discussing this excellent paper. 
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The Arthropod Control Program 


in Florida: 


J. A. MULRENNAN, B.S.A.,¢ Jacksonville, Fla. 


The problem of insect-borne diseases is reviewed, and the methods and 


needs in the control of insects are outlined. 


THE INVITATION from the Public Health Sec- 
tion of the Southern Medical Association to 
appear on your program today and tell you 
something of Florida’s arthropod control pro- 
gram is deeply appreciated. 

You no doubt are aware that out of the 
swamps and quagmires, the fastest growing 
State in the South is mushrooming into 
prominence. 


A little over a century ago, in 1845, to be 
exact, our future appeared dark when we were 
seeking statehood and were castigated by one 
of our southern brothers, the Honorable John 
Randolph of Virginia, who in the United 
States Congress, with elegance and verbosity 
stated that Florida could never be developed, 
nor would it ever be a fit place in which to 
live. He described it as “a land of swamps, of, 
quagmires, of frogs and alligators and mos- 
quitoes.” Those were catastrophic days as far 
as human existence was concerned. The State 
at the time had a population of 66,500 people 
with the greatest percentage in the northern 
part of the State. Today the population is 
about 3,850,000. 

Each summer yellow fever, malaria and 
dengue would sweep through the villages like 
a forest fire. The year 1857 is recorded in the 
archives of the rich history of the State as the 
year of the great pestilence. It was reported 
that approximately 600 persons in Jackson- 
ville had yellow fever and that 127 died. 

The epidemic of yellow fever in 1888, in 
Jacksonville, brought about the creation of 
the State Board of Health in 1889. As early as 
1873, a half-hearted attempt to organize a 
State Board of Health was made when Sena- 
tor Howe introduced a bill in the State Legis- 


*Read before the Section on Public Health, Southern Medi- 
cal Association, Fifty-First Annual Meeting, Miami Beach, 
Fla., November 11-14, 1957. 

+Director, Bureau of Entomology, Florida State Board of 
Health, Jacksonville, Fla. 


lature asking for an appropriation of two 
hundred dollars. It was defeated. 

It is hard to comprehend how any intelli- 
gent person, knowing what was in store for 
him, would come into a State with such pesti- 
lence. I must confess, however, that my grand- 
father on my father’s side and my great grand- 
father on my mother’s side apparently could 
not resist the temptation to come here, and 
must be included in the group that had faith 
in the future of the State. 

The turn of the century opened wide the 
eyes of the world that malaria and yellow 
fever were transmitted by a mosquito. This 
reminds us of General Walter Reed’s famous 
experiment, carried out in Havana, Cuba. 
which demonstrated to the world that the 
yellow fever virus was transmitted by a spe- 
cific mosquito and not by personal contact 
with the germ. 


Arthropod Problems 


Subtropical Florida, with its 1,221 miles of 
coastline, heavy rainfall, warm climate, and 
flat topography, provides for an abundant 
and unique fauna. Included in this unusual 
fauna are a number of arthropods which are 
extremely annoying and which carry diseases 
of man. 


In this group of arthropods are 65 different 
species of mosquitoes of which about 10 are 
of economic importance. The salt-marsh mos- 
quitoes which breed in salt marshes and man- 
grove swamps along the coastal areas of the 
State constitute the greatest economic prob- 
lem. The glades mosquitoes breeding on 
thousands of acres of temporary flood-water 
marshes are probably the second most pestif- 
erous mosquito. 


There are 3 species of mosquitoes that 
breed on the roots of water lettuce and one of 
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these also breeds on the roots of saw grass and 
on the roots of many other aquatic plants. 
This particular species has been found nat- 
urally infected with Eastern encephalitis. 
These mosquitoes may in the future consti- 
tute a great threat to the State due to the 
large impoundments now being created for 
water conservation and flood control. 

The domestic Culex mosquito, a transmit- 
ter of St. Louis encephalitis is becoming an 
increasing problem each year because of its 
prolific breeding in industrial waste and sew- 
age effluent. The flooding of agricultural 
lands to control nematodes has created a new 
mosquito problem this year with a Culex 
mosquito which was never found in great 
numbers in the past. During this past summer 
a tremendous increase in breeding occurred 
that caused great annoyance to cities and 
towns near the flooded areas. 


Mosquitoes that breed in the water collect- 
ing in the leaf base of air plants are a prob- 
lem around many homes, especially in south 
Florida, as are domestic mosquitoes that breed 
in temporary receptacles. 


There are 30 species of sandflies in the 
State and one species which breeds in the soil 
and mud of salt marshes is quite a problem in 
many areas. 


At one time dog flies were a serious prob- 
lem on the Gulf Coast of Florida where they 
breed in the deposits of marine grass which 
are washed ashore. There was a time when it 
was very difficult to induce summer tourists 
to remain in the area because of the ferocious 
biting of these flies that resemble a house fly 
in size and color. 


Florida’s expansion of agriculture, industry 
and increasing population is bringing about 
pollution and fertilization in the streams and 
lakes of the State. The greater enrichment of 
these bodies of water is increasing the plank- 
ton which is bringing about a mounting pro- 
duction of over a hundred different species of 
midges, sometimes called “blind mosquitoes;” 
some species are multiplying in direct propor- 
tion to the increase of nutrient material. In 
many areas these insects occur in such great 
numbers that they sometimes completely 
cover the lawns and homes. 


State Activities to Cope with the 
Arthropod Problem 


There are three State laws making it pos- 
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sible for counties, parts of counties, or two or 
more counties, to join and, by a vote of the 
people, to create districts and to tax them- 
selves for mosquito control operations. 

There is also a State law which makes it 
possible for any mosquito control district or 
Board of County Commissioners, making 
funds available for arthropod control, to re- 
ceive aid from the State. Any district or 
county may receive aid in chemicals, equip- 
ment, services or funds up to, and including 
$15,000.00 on a matching basis; the funds may 
be used for all types of arthropod control. In 
addition, the State law provides that the State 
may also match the local funds on a 75% 
matching basis, these to be used only for per- 
manent measures for elimination of arthro- 
pods, such as drainage, filling, impounding 
and sanitary landfills in an effort to eliminate 
breeding of mosquitoes and flies. The amount 
of funds for permanent control is in the 
hands of the Legislature, and at the present 
time the counties and districts receive only 
50% of each local dollar budgeted, in addi- 
tion to the $15,000.00. 

All of Florida’s coastal counties are engaged 
in arthropod control activities; in all, 45 of 
Florida’s 67 counties participate in this work. 
Brevard County, with a population of 53,000, 
has a local per capita tax of $8.00 for arthro- 
pod control; this is the largest per capita tax 
in the State. Dade County, with a population 
of 757,000, has a local per capita tax of 2614¢ 
for arthropod control,—the lowest in the 
State. The State is now contributing 
$1,750,000.00 annually to mosquito control 
districts and counties. 


Methods of Control 


Where there is tidal fluctuation in the 
coastal areas, the problem of the salt marsh is 
being worked out by the construction of drag- 
line ditches from 10 to 12 feet wide in the 
sandy areas, and narrower in width in the 
marl areas. The ditches not only eliminate 
the breeding of the salt-marsh mosquito, but 
also provide for minnow breeding and feed- 
ing areas. In fact, we have found young tar- 
pon less than 2 inches long and snook, as well 
as many other species of fish, in the ditches 
feeding on mosquito larvae. 

In many areas where there is no tidal fluc- 
tuation, and filling is not economic and feas- 
ible,—the breeding of the salt-marsh mosquito 
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is being eliminated by diking and flooding 
the marshes. This not only eliminates breed- 
ing of the salt-marsh mosquito, but also pro- 
duces feeding and hunting grounds for ducks. 
On islands and other mangrove fringe areas, 
the breeding of the salt-marsh mosquito is 
being built out by filling in the areas by 
hydraulic dredge. 


Mosquito breeding areas, as well as domes- 
tic mosquitoes, house flies and rodents that 
breed on garbage dumps are being controlled 
by the sanitary landfill method of burying the 
garbage and reclaiming land. 


In many areas on the rock bound Florida 
Keys, the only solution for eliminating the 
salt-marsh mosquitoes is by blasting holes in 
the rock to drain off the entrapped water 
from high tides and rainfall. 


The control of dog flies is accomplished by 
spraying, with a 2.5% DDT. emulsion solu- 
tion, all of the marine grass deposits on the 
western Gulf Coast at weekly intervals. This 
is the only insect which bites and annoys man 
that has been subjected to DDT. control and 
has not, up to the present time, shown any 
evidence of building up resistance to DDT. 


The midges and “blind mosquitoes” in the 
larval stage have built up resistance to all 
hydrocarbon as well as all organophosphatic 
insecticides. The only known control at this 
time is to space spray, fog or dust to control 
the adults. 

Space spraying by airplanes and ground 
equipment to control adult mosquitoes is 
practiced extensively. This method of control 
will prevail for many years, especially in areas 
affected by fresh water flood mosquitoes. It 
would be a physical impossibility to apply 
larvicides to all flooded areas, or to eliminate 
the breeding before hatching by any perma- 
nent measure. It will also be necessary, in 
large metropolitan areas adjacent to the Ever- 
glades National Park, to continue the prac- 
tice of space spraying by airplanes and ground 
equipment to control the adult mosquitoes, 
which under favorable conditions, infiltrate 
into the populated areas from distant salt 
marshes and swamps. 


Research a Paramount Prerequisite 


No large arthropod control program can 
operate successfully without a well-balanced 
research program to make available technical 
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information for the guidance of the many 
phases of the different control operations. 

The State of Florida, the Nation and the 
entire world, are confronted with the serious 
problem of the resistance of insects to control. 
It is a great race and no one is yet able to 
prophesy whether man or insects will win. 

Man’s steps have been dogged since the be- 
ginning of time by insects and other arthro- 
pods. In the middle-ages entire populations or 
countries were wiped out by plague transmit- 
ted by fleas. 

It has been stated by Metcalf and Flint, 
“If human beings are to continue to exist, 
they must first gain mastery over insects. In- 
sects in this country continually nullify the 
labor of one million men. Insects are better 
equipped to occupy the earth than are hu- 
mans, having been on earth for fifty million 
years, while the human race is but five hun- 
dred thousand years old.” 

In many areas in Florida mosquitoes have 
built up resistance to DDT., BHC. and all of 
the hydrocarbon insecticides. The only insec- 
ticide now effective in many areas, in killing 
the adult salt-marsh mosquito is the phos- 
phatic insecticide, Malathion. It is not pos- 
sible to use any of the hydrocarbon insecti- 
cides as larvicides due to the rapid build-up 
of resistance to them. The phosphatic insecti- 
cides are so poisonous that they destroy prac- 
tically all animal life in the salt marshes. 

In my estimation, the entomologic research 
center at Vero Beach will more than pay for 
its capital outlay in money which will be 
saved in producing more effective control 
measures. 


During this year research has shown that 
DDT. is only about 30% effective, when used 
in thermal-aerosol machines, and that Mala- 
thion is over 80% effective in controlling 
adult salt-marsh mosquitoes. We have been in 
great need of an effective larvicide that can be 
used in the salt marshes to destroy mosquito 
larvae in the breeding areas, thereby reducing 
the tremendous broods of adults migrating 
into the populated areas. 

It is the feeling of our scientists that we 
have now produced a larvicide which will ef- 
fectively control the salt-marsh mosquito lar- 
vae without destroying fish and wildlife in 
the salt marshes, and not build up resistance 
to it in the mosquito. (A scientific paper on 
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this formulation will be given before the 
American Mosquito Association meeting in 
Washington, D. C., in February.) 


I believe we are many years behind times in 
basic and applied research for the develop- 
ment of effective control methods. It is a dif- 
ficult and time-consuming job to work with 
small animals. Unfortunately, there is also a 
short supply of outstanding scientists in the 
fields of entomology and biology. We must 
train more and better scientists in this field if 
we are to solve the present problems and the 
developing insect problems of the future. 


Summary 


In summary, it may be seen that the control 
of arthropods and arthropod-borne diseases 
opened subtropical Florida to people from all 
over the United States, who came, who saw 
and experienced the wonderful climate, good 
fishing, excellent beaches and beauty not to 
be surpassed in the world. Today, these and 
many more people are still coming each year, 
and last year over five million visited us, and 
left over one billion dollars to the income of 
the citizens of the State. 


Thus it would appear that the time, effort 
and money expended in controlling mosqui- 
toes and arthropod-borne diseases has paid 
off, and the State’s efforts in the future must 
never be relaxed for fear of jeopardizing the 
health and comfort of the visitors as well as 
of the static population, which today has 
reached almost four million people. 

In conclusion, I would like to quote a part 
of the Presidential address I gave in 1955 be- 
fore the Florida Public Health Association, 
and which I feel is apropos at the moment 
since this great nation has been scientifically 
outmaneuvered by another. 

“In my estimation, one of the most critical 
problems confronting this country today is 
the fact that we have too few of the better 
minds of this nation to be found in the bio- 
logical, chemical and physical sciences. Hence 
we are now having to import top scientists 
from other countries. it has been my observa- 
tion in recent years that the greatest percent- 
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ages of good minds are being drawn to the 
medical, legal and business fields due to 
greener and more luscious pastures. 


“If we are to continue to build a sound and 
well balanced State and Nation and to cure 
many of our social, physical and biological 
human ills and give aid, comfort and knowl- 
edge to those nations less fortunate, it is going 
to be necessary that measures be undertaken 
to stimulate and divert a greater percentage 
of the good minds into the biological, chemi- 
cal and physical sciences. The secrets to a bet- 
ter way of life on this earth still lay hidden 
and they will remain hidden until such time 
as real conscientious and dedicated minds can 
be developed to unlock the many latent natu- 
ral secrets which can be brought into focus. 


“If I were a Legislator I would work to have 
funds made available to pay for the complete 
education of those students after the second 
year of college who showed great aptitude and 
were interested in dedicating their lives to this 
field of research and especially in basic re- 
search for there is no question that the many 
discoveries made in the past have been re- 
sponsible for the great advancements that 
mankind has been able to accomplish in the 
last century. 


“If a small fraction of the many millions 
that are now spent each year to maintain 
armies and to develop better or more effec- 
tive ways of killing people could be spent on 
basic research to develop certain basic foods 
from the sun and water and to divert sewage 
and industrial wastes into food products 
through other plants and animals, then in- 
stead of over one-half of the human popula- 
tion going to bed each night hungry and 
shaking with malaria and other human ail- 
ments, they would have a full stomach and 
under these conditions it is doubtful that 
there would be so much fighting and at long 
last peace would probably be able to reign 
over the entire world. A nation well fed, well 
housed and well clothed and free of human 
diseases and with that fear of God in their 
hearts is less likely to do a wrong deed against 
his fellow man or nation.” 


A Note on the Therapeutic Efficacy 
of 16-Alpha-Methyl-9-Alpha Fluoro 
Prednisolone (Decadron) 


TOM D. SPIES, M.D., ROBERT E. STONE, M.D., and 
WILLIAM NIEDERMEIER, MS.,t Birmingham, Ala. 


The search for modified corticosteroids enhancing effectiveness and decreasing 
untoward by-effects goes on. A new one deserving further trial is reported. 


THOUSANDS OF PERSONS with arthritis have 
been benefited by the use of the synthetic 
“steroids:” cortisone, hydrocortisone, predni- 
sone, prednisolone, triamcinolone, and 6 
a-methyl prednisolone. Physicians know that 
as important as these compounds are in day 
to day therapy they have some drawbacks, and 
that research chemists and clinical investiga- 
tors will continue to search for compounds 
with greater specificity and therapeutic ef- 
fectiveness. 

The present note deals with a synthetic 
compound furnished to us by Dr. Augustus 
Gibson of Merck, Sharp & Dohme Research 
Laboratories. The structural formula of this 
compound is shown in figure 1. To receive this 
compound (which appears to be more potent 
per unit of weight than any of the antiarthritic 
steroids yet studied), we arbitrarily selected 
3 cases of chronic eosinophilia, 2 cases of 
urticaria, asthma, and arthritis, 4 cases of 
rheumatoid arthritis, and 2 cases of allergic 
dermatitis. 

When we first received this material, we 
gave small amounts and observed the effect 
or lack of effect on a few persons. Later we 
learned from the 3 cases which had very high 
eosinophil counts that the administration of 
1 mg. of this substance by mouth was fol- 
lowed by a decrease of 65% in the circulating 
eosinophils in the peripheral blood in a 
period of 6 hours. This, of course, suggested 
the great potency of this material. We then 
gave it to 2 persons who had had periodic 


tFrom the Department of Nutrition and Metabolism, 
Northwestern University Medical School, Chicago, Ill. Studies 
in Nutrition at the Nutrition Clinic, Hillman Hospital, 
Birmingham, Ala. 

This study was supported by a grant from the Birmingham 
Citizens Committee Fund. 


attacks of urticaria, asthma, and hay fever, 
sometimes associated with pain and aching 
in the wrists, hands and knees. In the course 
of 4 days, these patients obtained relief from 
the administration of 1 mg. every 6 hours. 


FIG. 1 
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FIG. 2 
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We also gave this material to 4 persons with 
severe rheumatoid arthritis, all of whom had 
amelioration of their symptoms beginning 
within the first 24 hours after the initiation 
of therapy. Figure 2 shows some of the com- 
parative observations made on the same pa- 
tient with rheumatoid arthritis at different 
times and following therapy with cortisone, 
prednisolone, and this new compound. In 
addition to the above cases, we have given 
this material in amounts of 1 mg. every 6 
hours for 3 days to a man with very severe 
exfoliative dermatitis, allergic in origin. The 
skin was desquamating in large areas and the 
eyes were swollen shut. Within 72 hours his 
appearance had improved unbelievably and 
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the accompanying eosinophilia had disap- 
peared, indicating the striking potency of this 
material. 


Summary and Conclusions 


This study shows that 16-alpha-methyl-9- 
alpha fluoro prednisolone is effective in ame- 
liorating the symptoms of rheumatoid arthri- 
tis, asthma, urticaria and allergic dermatitis. 
The oral administration of this compound is 
followed within 6 hours by a striking decrease 
in circulating eosinophils of the peripheral 
blood. The acute symptoms, irrespective of 
the diagnosis, faded strikingly. As the pain, 
stiffness and swelling of the affected joints 
decreased, the patients noticed a great in- 
crease in their motility. The patients all 
volunteered that they had relief from fatigue 
and weakness, and their faces became alert. 
All patients developed an increase in appe- 
tite and ate well after treatment. None had 
an increase in blood pressure levels, pulse 
rate, respiratory rate, or body weight. Daily 
laboratory determinations showed no increase 
in the retention of sodium or in the excretion 
of potassium. These observations, though ad- 
mittedly of short-term nature, warrant fur- 
ther testing of this material on more patients 
and over a longer period of time. 


@) . 


PLEURAL BIOPSY 


Pleural effusion all too often seems to be 
“idiopathic,” appearing not infrequently 
without any accompanying overt disease. By 
custom such effusion has usually been consid- 
ered to be of tuberculous origin in the 
younger decades of life, because of the fre- 
quency of subsequent pulmonary disease a 
few years later, and probably secondary to 
malignant disease in the later years of life. 
On a statistical basis such diagnostic assump- 
tions have been correct more often than not, 
but they fall far short of anticipated accur- 
acy. And all too frequently the passage of 
months has proved the empiric diagnosis to 
be incorrect. 


In past decades the errors were of little 
practical significance. The “spontaneous” 
pleural effusion, probably of tuberculous ori- 
gin in the younger years, was difficult of 
etiologic proof because of the paucity of or- 
ganisms in the fluid and often required weeks 
before guinea-pig inoculation gave a positive 
answer, and sometimes a negative one. But it 
made little difference since treatment usually 
meant “rest treatment.” With the advent of 


the antituberculosis drugs, the “idiopathic” 


pleural effusion still being considered most 
probably to be tuberculous, treatment was be- 
gun, thereby committing doctor and patient 
to many months or a year or more of anti- 
microbial treatment on an empiric basis or 
assumption. 


With the increasing frequency of pulmon- 
ary surgery, the value of the microscopic ex- 
amination of the surgical specimen of pleura 
became evident. The next step was thora- 
cotomy for biopsy only of the pleura, not as 
a part of therapeutic surgical procedure. Its 
value is being currently established, attention 
having been given to it especially in the past 
5 years. 

With the widespread use of the Vim-Silver- 
man needle for liver biopsy, it would be only 
a matter of time until someone would propose 
its use for exploring the thorax. DeFrancis, 
Klask and Albano! were the ones to describe, 
in 1955, the approach by needle biopsy to 


1. DeFrancis, N., Klask, E., and Albano, E.: Needle Biopsy 
of Parietal Pleura: Preliminary Report, New England J. 
Med. 252:948, 1955. 


diagnosis of pleural disease, including in their 
preliminary report six cases in two of which 
granulomatous disease was shown by path- 
ologic study. 

The following year Heller, Kellow and 
Chomet? reported a three-year experience 
with this technic. In their 20 cases were 5 
shown to have a caseating granuloma, 4 had a 
histologic diagnosis of neoplastic disease, in 9 
only fibrosis of the pleura was found, and in 
2 the specimen was inadequate for diagnosis. 

Concurrently with this report was that by 
Breckler and associates? who, after several 
trials with the needle biopsy, turned to the 
biopsy of the pleura by thoracotomy in the 
belief they had thereby better material for 
study. Thus, biopsy was done in 16 patients 
who had had pleural effusion quite recently. 
They found that pleural fusion at the costo- 
phrenic sulcus takes place usually at six weeks. 
Of the 16 cases 9 showed histologically granu- 
lomatous disease, yet upon careful study by 
cultures and staining methods in only 5 of the 
9 was the acid-fast organism proven to be 
present, the lesions of all 9 being identical. 
Thus the old belief that the effusion is an 
“allergic” response has been disproven, i.c., 
granulomatous disease proves contamination 
of the pleural cavity by organisms. 

More recently Donohoe, Katz and Mat- 
thews* reported 45 cases in which needle bi- 
opsy was done, pleural tissue being obtained 
in 33 instances. In addition, they have sum- 
marized the results of 132 pleural biopsies 
in 111 patients reported in the literature since 
1953. Of these, 78 were aspiration biopsies, 
54 were by surgical methods, of which 21 had 
had previous aspiration or needle biopsies 
which had yielded inadequate tissue for study 
or resulted in an indeterminate diagnosis. (A 
number of the biopsies by thoracotomy were a 
part of a therapeutic surgical procedure.) 

From their own experience with 45 patients 
and the 66 reported in recent years in the 


2. Heller, P., Kellow, W. F., and Chomet, B.: Needle Biopsy 
of the Parietal Pleura, New England J. Med. 255:684, 
1956. 

3. Breckler, I. A., Hoffman, M. C., Hill, E., Hensler, M., 
and Hukill, P. B.: Pleural Biopsy, New England J. Med. 
255:690, 1956. 

4. Donohoe, R. T., Katz, S., and Matthews, Mary J.: 
Pleural Biopsy as an Aid in the Etiologic Diagnosis of 
Pleural Effusion: Review of the Literature and Report of 
132 Biopsies, Ann. Int. Med. 48:344, 1958. 
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literature, Donohoe, Katz and Matthews con- 
clude that aspiration biopsy is the method of 
choice, to be done early in the course of effu- 
sion, possibly as a routine examination at the 
time of the initial thoracentesis, since it is 
associated with a lesser morbidity than is the 
biopsy by open thoracotomy. Both methods 
have their failures, since in either instance 
only a minute portion of pleura is examined, 
and the report may be that of nonspecific in- 
flammation or fibrosis. (More experience may 
show that some of these instances may be a 
counterpart of idiopathic benign pericarditis.) 

In any event, from their review of the litera- 
ture and their own experience, these authors 
believe that pleural biopsy offers an addi- 
tional tool in the study of “idiopathic” 
pleural effusions. This is especially true since 
tuberculosis and neoplasm are the major 
causes, with a high morbidity and/or mor- 
tality. Since this is true accurate diagnosis 
followed by treatment is essential. It has 
been clinical experience over the years that 
about two-thirds of patients having “idio- 
pathic” pleurisy develop active tuberculous 
lesions within some five years in the natural 
course of events. This is a different picture 
than when adequate antimicrobial therapy is 
used, as shown by Falk and Stead.> In their 
studies the highest incidence of subsequent 
tuberculous pulmonary disease occurred in 
those who had negative x-ray findings after 
the effusion. Of further interest is the fact 
that relapse occurred in 60% of those whose 
pleural effusions had no tubercle bacilli by 
culture and in 64% of those who had positive 
cultures. Furthermore, Robertson® has com- 
mented that tuberculous effusion is not so 
rare in the elderly patient as has been 
thought in the past, and that the assumption 
of a malignant background for a pleural effu- 
sion is not necessarily true. Again one sees 
the implication of diagnostic accuracy. 

Biopsy of the pleura need not be consid- 
ered as something to be done in every patient 
who has a pleural effusion, but it may pro- 
vide a means of diagnosis which may be of 
exceeding importance in avoiding morbidity 
in the future. 


5. Falk, A., and Stead, W. W.: U. S. Veterans Administra- 
tion, Armed Forces Cooperative Studies on Tuberculosis. 
V. Antimicrobial Therapy in the Treatment of Primary 
Tuberculous Pleurisy with Effusion: Its Effect Upon the 
Incidence of Subsequent Tuberculous Relapse, Am. Rev. 
Tuberc. 74:897, 1956. 

6. Robertson, R. F.: Primary Tuberculous Pleural Effusion 

in Older Age Groups, Brit. M. J. 1:133, 1952. 
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OBESITY AND 
CARDIOPULMONARY FAILURE 


Charles Dickens, over a century ago, de- 
scribed a syndrome which has attracted atten- 
tion in recent years. One of the characters in 
his Pickwick Papers is that of a young, ex- 
tremely fat errand boy who fell asleep even 
when standing and knocking at a door. Bur- 
well and his associates,! in describing this syn- 
drome have quoted Dickens’ description and 
have labeled it the “Pickwickian Syndrome.” 
The clinical findings listed by these authors 
as characteristic of the syndrome are: (1) 
marked obesity, (2) somnolence, (3) twitch- 
ing, (4) cyanosis, (5) periodic respiration, (6) 
secondary polycythemia, (7) right ventricular 
hypertrophy, and (8) right ventricular failure. 

In recent years, by the application of meth- 
ods available for the study of pulmonary func- 
tion, it has been shown by several groups of 
investigators that an increase in abdominal 
girth, whether from the enlarging uterus of 
pregnancy in a normal woman or from as- 
cites, is associated with a decrease in the ex- 
piratory reserve, and that when the increase 
of the abdominal size is extreme there may 
actually be a relative ventilatory insufficiency. 

In 1955, Sieker and his collaborators? pub- 
lished the first modern scientific description 
of the condition they called ‘obesity heart 
disease.” Carroll* also has reported two pa- 
tients “with extreme obesity associated with 
cyanosis, polycythemia, hypercapnia and right- 
sided heart failure without recognizable heart 
or lung disease.’” One of these came to necrop- 
sy and “was found . . . to have no cardiac 
abnormality except dilatation and hypertro- 
phy of the right auricle and ventricle.” 

Detailed studies of pulmonary function in 
their case led Burwell and his collaborators 
to interpret their findings physiologically as 
follows. Low alveolar ventilation results in 
low alveolar oxygen and high alveolar carbon 
dioxide causing high carbon dioxide tension 
and low oxygen in the arterial blood. The 
abnormal alveolar function, with resultant 
chronic hypoxia and hypercapnia, could ac- 


1. Burwell, C. Sidney, Robin, Eugene D., Whaley, Robert 
D., and Biekelman, Albert S.: Extreme Obesity Associ- 
ated with Alveolar Hyperventilation. A Pickwickian Syn- 
drome, Am. J. Med. 21:811, 1956. 

2. Sieker, H. O., Estes, E. H., Jr., Kelser, S. A., and 
McIntosh, H. D.: A Cardiopulmonary Syndrome Associ- 
ated with Extreme Obesity, J. Clin. Invest. $4:916, 1955. 

$. Carroll, D.: A Peculiar Type of Cardiopulmonary Failure 
Associated with Obesity, Am. J. Med. 21:819, 1956. 
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count for the cyanosis, polycythemia, som- 
nolence and periodic breathing. Upon a re- 
duction in weight from 267 to 228 pounds not 
only did their patient lose his venous disten- 
tion, hepatomegaly and edema, but he had a 
return to normal of his disturbed pulmonary 
function. 


In a consideration of the effects of progres- 
sive obesity upon alveolar hypoventilation, 
Burwell and associates make certain observa- 
tions. Obesity may cause a low expiratory re- 
serve volume and a lessened functional resid- 
ual capacity thereby robbing the person of a 
buffer mechanism for fluctuation in blood 
gases. It is recognized that obese persons have 
a tendency toward shallow breathing, possibly 
because of more work needed to maintain 
alveolar ventilation, which might lead to a 
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change in the type of respiration. In any 
event, shallow respiration may be followed by 
the whole train of events of disturbed pul- 
monary function and eventual right-sided 
heart failure recognized as occurring in the 
pickwickian syndrome. 

Surely the recognition and understanding 
of the entity of pure right-sided heart failure 
due to obesity alone may have far-reaching 
results. One recalls the clinical impression 
that patients with heart disease of the more 
common types may have done so much better 
with weight reduction alone. It would seem 
that these untoward effects of obesity on the 
lungs and heart must exert a deleterious ef- 
fect upon the diseased heart whatever its 
cause. More studies no doubt will be carried 
out to show if this be true. 


Experimental and Clinical Studies in the 
Surgical Treatment of Angina Pectoris.* 


“Using (a) method, which consists of the temporary 
occlusion of the descending branch of the left coronary 
artery, White, Atkins and Garrey have tested the effi-’ 
ciency of the different possible neurosurgical opera- 
tions for denervating the heart in a series of 29 dogs. 

“In four control animals it was found that occluding 
the flow of blood in the descending branch of the left 
coronary artery for periods of from 15 to 30 seconds 
produced uniform and definite signs of discomfort in 
each dog. It was impossible to maintain the occlusion 
for over 30 seconds without causing unnecessary suf- 
fering on the part of the animals. Division of both 
vagi or of the upper five pairs of intercostal nerves 
had no effect on the pain. In seven dogs in which one 
or both stellate ganglia were removed evidences of 
pain were still present, as was also the case in two dogs 
after resection of the left sympathetic trunk from the 
stellate down through the fourth thoracic ganglion. 
But when this last named procedure was performed 
on both sides, no evidence of pain could be elicited. 
Two dogs in which the upper five posterior spinal 
roots were cut bilaterally also showed no evidence of 
pain. ... 


“From these experiments it is apparent that only 
removal of the upper thoracic ganglia or section of the 
corresponding posterior spinal roots can cut all the 
afferent connections between the heart and the central 
nervous system. There must therefore be direct con- 
nections between the second, third, fourth, and possi- 
bly the fifth thoracic ganglia and the heart which 


*White, James C.: Experimental and Clinical Studies in the 
Sassen Treatment of Angina Pectoris, Ann. Int. Med. 7:229, 
1933. 


cannot be reached by any of the classical operations in 
the neck.... 


“Previous operators have felt that removal of the 
cervical sympathetic ganglia with their superior mid- 
dle, and inferior cardiac nerves was sufficient to de- 
nervate the heart. . . . That 40 per cent of these oper- 
ations were failures is probably accounted for on the 
basis that surgeons neglected these direct thoracic con- 
nections which we have described running between the 
heart and the sympathetic ganglia below the level of 
the stellates. .. . 

“Clinical results based on these anatomical and 
physiological findings are as follows: Where the sym- 
pathetic rami and ganglia were blocked with alcohol 
in 28 cases of severe angina pectoris, 57.6 per cent of 
cases were entirely relieved of their attacks on the in- 
jected side, another 23.1 per cent were greatly bene- 
fited, 7.7 per cent were but slightly improved, and 
only 11.6 per cent were failures. All of these cases were 
carefully selected by Dr. Paul D. White as being the 
most severe or obstinate cases of angina pectoris com- 
ing to the clinic. Milder cases which could be main- 
tained in even relative comfort on a medical regimen 
were never treated surgically. . . . All were totally un- 
able to perform any kind of work, and several were 
having many attacks while at rest in bed. Many had 
had previous coronary thrombosis. In spite of this, 
good results were achieved in 80 per cent of several 
varieties of cervical sympathectomy. Each case of fail- 
ure appears to have been due to faulty injection. ... 


Summary 


“These anatomical and physiological premises have 
been put to the test in 32 cases. In each case where we 
have been sure of a successful interruption of the 
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above mentioned structures, angina pectoris has dis- 
appeared. 

“Paravertebral alcohol injection is difficult technic- 
ally because of the depth of the nerves and the small 
areas sclerosed by the alcohol. However, it is the safest 
method that we have and its results are far better 
than the old forms of cervical sympathectomy. 

“The upper thoracic sympathetic ganglia have been 
resected in four cases, with striking relief of pain on 
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the operated side. We believe, however, that this is 
too severe an operation for the average patient suffer- 
ing from angina pectoris. 

“We believe that the best surgical procedure con- 
sists of first attempting to block the thoracic sympa- 
thetic nerves with alcohol. The cases which fail to 
obtain satisfactory relief, provided they are reasonably 
good surgical risks, can finally be subjected to section 
of the posterior spinal roots.” 


ALABAMA 


Dr. Tom D. Spies of Birmingham is the new Presi- 
dent of the American Therapeutic Society. He was 
elected at the society’s annual meeting held in San 
Francisco. 

Dr. F. Victor Rodrigues, the 1958 Eisenhower Ex- 
change Fellow from Brazil, was recently a visitor of 
the University of Alabama College of Medicine. The 
exchange fellowships are awarded in various fields of 
endeavor to “the most promising individuals in the 
free world.” 

Dr. Tinsley R. Harrison, Birmingham, was recently 
honored with a special testimonial dinner in Atlantic 
City, New Jersey, by a group of distinguished and 
devoted physicians and friends. 

One hundred and ninety-two students from the 
Medical Center received diplomas in colorful com- 
mencement exercises at the University of Alabama on 
June 1. Of that number 66 students received their 
Doctor of Medicine Degrees. 

Dr. Frank J. Nuckols recently joined the staff of the 
Department of Psychiatry at the University of Ala- 
bama Medical Center. Dr. Nuckols is an alumnus of 
the Medical College of Alabama, receiving his M.D. 
degree in 1951. 

Dr. John B. Dunbar, Birmingham, fellow in dentis- 
try, Department of Oral Medicine, has been formally 
initiated into Phi Beta Kappa national honorary at 
Birmingham-Southern College. 


Dr. Champ Lyons, Birmingham, professor and chair- 
man of Department of Surgery, University Medical 
Center, recently attended the meeting of the Board of 
Regents of the National Library of Medicine in Wash- 
ington, D. C. Dr. Lyons is Vice-Chairman of the 
Board of Regents. 


ARKANSAS 


Dr. Rufus B. Robins of Camden was elected to the 
Board of Trustees of the American Medical Associa- 
tion on June 27, 1958. 

Dr. F. C. Maguire was honored at a reception in 
the First Baptist Church of Augusta. He has com- 


pleted 50 years of active practice of medicine in 
Augusta. 


DISTRICT OF COLUMBIA 


Dr. Thomas H. Alphin has left the Washington 
American Medical Association office to become Asso- 
ciate Medical Director of the Equitable Life Assurance 
Society of the United States at its main office in New 
York. 

Dr. Theodore J. Abernethy, Chairman of the De- 
partment of Internal Medicine at the Washington 
Hospital Center, was named a member of the Board 
of Governors of the American College of Physicians 
at its 39th Annual Convention in Atlantic City, New 
Jersey. 

Dr. Winfred Overholser, Superintendent of St. Eliz- 
abeths Hospital, was re-elected President of the Wash- 
ington Institute of Mental Hygiene at its annual 
meeting. 


Dr. Charles A. Hufnagel, Associate Professor of 
Surgery at Georgetown University School of Medicine, 
has been appointed to the Advisory Council for Sci- 
ence and Engineering at the University of Notre 
Dame. The Council is composed of 33 nationally 
prominent industrialists, scientists and engineers. 

Dr. Howard T. Karsner, Research Advisor to the 
Surgeon General of the Navy, was recently elected to 
Honorary Fellowship in the Aero Medical Association 
at its annual meeting in Washington. Dr. Karsner is 
the eleventh person elected to honorary fellowship in 
the 30 years’ existence of the Association. 


Dr. George E. Schreiner, Assistant Professor of Med- 
icine, Georgetown University School of Medicine, has 
been elected Secretary-Treasurer of the American Fed- 
eration for Clinical Research. 


Dr. Walter A. Bloedorn was re-elected President of 


the National Board of Medical Examiners for a second 
year. 


Dr. Samuel M. Dodek, Professor of Obstetrics and 
Gynecology, and Dr. Addison M. Duval, Clinical Pro- 
fessor of Psychiatry and Assistant Superintendent of 
St. Elizabeths Hospital were recently honored at the 
annual luncheon of the General Alumni Association 
of George Washington University for having completed 
25 years’ service each to the University. 


Dr. Marvin E. Perkins, Chief of the Psychiatric 
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4 Auxiliary 


The Southern Auxiliary was splendidly 
represented in both quality and quantity at 
the recent A.M.A. Auxiliary Convention held 
in San Francisco. Your Southern Auxiliary 
President was most appreciative of the recog- 
nition and special courtesies shown her. All 
Auxiliary sessions were presided over by the 
efficient A.M.A. Auxiliary President, Mrs. 
Paul C. Craig, of Pennsylvania. Mrs. E. Ar- 
thur Underwood, of Washington, elected to 
succeed Mrs. Craig, was received with great 
cordiality. 

Southern takes real pride in the election of 
three of her outstanding members as officers 
of the A.M.A. Auxiliary: Mrs. Richard F. 


Stover, Miami, Florida—First Vice-President; © 


Mrs. William G. Thuss, Birmingham, Ala- 
bama—Vice-President, Southern Region; Mrs. 
Shelley C. Davis, Atlanta, Georgia—Director. 
An especially enjoyable feature of the Con- 
vention was an S.M.A. breakfast in the Mark 
Hopkins Hotel, at which the magnetism of 
Southern fellowship spontaneously drew to- 
gether an official group of S.M.A. represent- 
atives, including a fortunate twosome of us 
from Southern Auxiliary. After special pres- 
entation, apt responses and a bountiful break- 
fast, the order of the hour was a direct dis- 
cussion of matters of S.M.A. importance to 
which the tactful feminine contingent lis- 
tened with interest but silent attention. 
While in San Francisco, a brief get-together 
of members of the planning committee for 
the New Orleans Convention of Southern 
Auxiliary, was held. A schedule of activities 
is being formulated that will make your 
pulse beat faster and your mouth drool with 
exuberant expectation. Plans will be given, 
in detail, in a later issue of the Journal. 
Right now, reservations should be made and 


your husband given positive notice to meet 
you in New Orleans, November 3-6. 

Progress on the S.M.A. Home Office Build- 
ing, which includes an Auxiliary headquar- 
ters room, is going forward rapidly. The 
dedication is timed for September 7. All Aux- 
iliary members within a visiting radius of 
Birmingham are urged to be present on this 
eventful occasion. A debt-free building at this 
time would be a merry miracle. Doctor or 
doctor’s wife, have you made your contribu- 
tion? 

The admission into Southern Auxiliary of a 
new organization—the Woman’s Auxiliary to 
the S.M.A. (District of Columbia) is creating 
a Southwide thrill. This new organization 
holds great potentialities, and brings new 
strength and inspiration into Southern. An 
enthusiastic welcome and wishes for a long, 
useful and happy career are extended Mrs. 
Wm. J. G. Davis, President, Mrs. Richard E. 
Dunkley, President-Elect, and this newest ad- 
dition to our Southern family. A springtime 
visit to the Washington Auxiliary was a most 
enjoyable experience for the Southern Presi- 
dent. 


Following the San Francisco Convention, 
“Mary’s Meanderings” included the entire 
Curtis family of four and followed a cir- 
cuitous and highly eventful route into the 
Canadian Rockies. Now, at home again, the 
old traveling bag is on its stand and about 
to be readied for a fall meander of State 
Auxiliary Conventions which will include 
Kentucky, Mrs. J. Andrew Bowen, President; 
Virginia, Mrs. John R. St. George, President; 
and West Virginia, Mrs. J. C. Huffman, Presi- 
dent. 


Mrs. WALKER L. Curtis, President 
Woman’s Auxiliary to the S.M.A. 
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Services Division, D. C. Department of Public Health, 
has been assigned as a member of the Subcommittee 
on Biostatistics of Mental Disorders of the American 
Public Health Association. 


New officers for the District of Columbia Society of 
Anesthesiologists are: President, Dr. William E. 
Bageant; Vice-President, Dr. Arch S. Russell, Jr.; and 
Secretary-Treasurer, Dr. Thomas F. McDermott, Jr. 


Dr. Harold G. Mandel, Associate Professor of Phar- 
macology, George Washington University School of 
Medicine, has been awarded the 12th annual Abel 
Award by the American Society for Pharmacology and 
Experimental Therapeutics. To be eligible for the 
award the candidate “must be under 36 years of age 
and must have exhibited unusual originality and in- 
dependence of thought in the conduct of basic re- 
search in the field of pharmacology.” 


FLORIDA 


Dr. Ralph W. Jack, Miami, was chosen President- 
Elect of the Florida Medical Association at the closing 
session of the House of Delegates of the 84th annual 
convention. 

Dr. David A. Nathan, Miami, has been certified in 
the sub-specialty of Cardiology by the American Board 
of Internal Medicine. 

Dr. Sherman Kaplan, Miami, a specialist in Internal 
Medicine, has been elected a Fellow of the American 
College of Physicians. 

Dr. Allan A. Kaplan, Miami, has received certifica- 
tion by the American Board of Internal Medicine in 
the sub-specialty of Gastroenterology. 


Drs. M. Jay Flipse and Earlsworth C. Brunner of 
Miami have received 50 year medallions from the Dade 
County Tuberculosis Association for their service in 
combating tuberculosis. 


Dr. Daniel M. Shapiro, Miami, has been appointed 
Associate Professor of Surgery at the University of 
Miami School of Medicine. 


GEORGIA 


Dr. Harold P. McDonald, Atlanta, was chosen Presi- 
dent-Elect of the Fulton County Medical Society re- 
cently, a few weeks after his brother, Pierce, was elect- 
ed to the same office in the dental society. 


Dr. Robert L. Brown, Atlanta, was recently elected 
Secretary at the 40th annual meeting of the American 
Radium Society. 

Dr. Fred H. Simonton, Chickamauga, past Vice- 
President of the American Academy of General Prac- 
tice, has been elected “Doctor of the Year” by the 
Medical Association of Georgia. 

Dr. Bernard L. Hallman, Emory University, has 
been appointed Director of Professional Services and 
Dr. Charles A. LeMaistre also of Emory University, 
has been appointed Coordinator of Clinics. 

Dr. F. Phinizy Calhoun, Atlanta, was recipient of 
one of the first awards of honor presented by the 
Emory University Medical Alumni Association. The 
citation was in recognition of contributions to medical 
science and to the community and university. 
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Dr. W. B. Dillard, Cartersville, has been installed as 
President of the Bartow-Polk-Floyd Tuberculosis 
Board. 


Dr. W. L. Flesch, Waycross, has been elected Presi- 
dent of the Waycross Concert Association. 

Drs. William L. Cranston and Guy Talmadge Ber- 
nard, Augusta, have received the title of Professor 
Emeritus of the Medical College of Georgia by the 
special action of the Georgia Board of Regents. 

Dr. Allen H. Bunce, Atlanta, Honorary President of 
the Fulton County Medical Society and former Presi- 
dent of the Medical Association of Georgia, has been 
chosen to receive the first Distinguished Service Award 
ever presented by the State Association. The award 


‘ was presented for “distinguished services which reflect 


honor and credit to this association and the medical 
profession.” 


Dr. Lee Howard, Sr., Savannah, has been installed 
as President of the Medical Association of Georgia 
and Dr. Luther Wolff, Columbus, as President-Elect. 


Dr. Elbert P. Tuttle, Jr., Emory University, has been 
appointed to the Chair of Cardiovascular Research in 
the Emory University School of Medicine, where he 
has been an assistant professor of medicine since July, 
1957. 


Dr. Harriet E. Gillette, Atlanta, has accepted the 
position of Assistant Professor of Surgery and Head of 
the Department of Physical Medicine at the University 
of Florida Medical School. 


Dr. Thomas M. McCleskey, Sr., West End, has been 
elected to the Board of Trustees of the Southern Col- 
lege of Pharmacy. 


New officers of the Diabetes Association of Atlanta 
are: President, Dr. Edwin C. Evans; Vice-President, 
Dr. Nat Thornton; Secretary-Treasurer, Dr. Harold 
Whiteman; Chairman of the Board of Directors, Dr. 
Harold Ferris; and Honorary Chairman, Dr. T. Luther 
Byrd. 


Dr. Enoch Callaway, LaGrange, has been presented 
the 1958 Hardman Award. 


Fifty year certificates for physicians having practiced 
medicine for 50 years or more were presented to the 
following: Drs. W. J. Cranston, Augusta; W. A. 
Arnold, Atlanta; O. B. Bush, Atlanta; Henry D. You- 
mans, Lyons; George L. Echols, Milledgeville; W. H. 
Houston, Colquitt; N. J. Newsom, Sandersville; 
Charles Usher, Savannah; Harold Shield, Chicka- 
mauga; K. W. Milligan, Augusta; Robert G. Stephens, 
Washington; H. J. Rosenberg, Atlanta; Guy G. Luns- 
ford, Atlanta; W. P. Durham, Abbeville; and Dallas 
N. Thompson, Elberton. 

Dr. Francis Clifford Nesbit, Covington, was recently 
elected President of the Newton-Rockdale County 
Medical Society. 

New officers of the Stephens County Medical Society 
are: Dr. Robert E. Shiflet, President; Dr. Arthur G. 
Singer, Vice-President; Dr. Ralph H. Chaney, Secre- 
tary; and Drs. Henry McNeely and Irving D. Hellenga, 
Delegates, all of Toccoa. 

Dr. E. D. Wells, Jr., LaGrange, has been elected 
President of the West Georgia Tuberculosis Associa- 
tion for the coming year. 


Dr. A. Hamblin Letton, Atlanta, was recently hon- 


| 


1074 SOUTHERN MEDICAL JOURNAL 


ored by the Georgia Fellows of the International Col- 
lege of Surgeons. He was presented a bronze plaque 
bearing the official seal of the College in appreciation 
for his outstanding service to the Georgia Chapter. 


Dr. Guy V. Rice, Atlanta, Director of Health Con- 
servation Services for the Georgia Department of Pub- 
lic Health, has been elected President of the Southern 
branch of the American Public Health Association. 


Dr. Joseph S. Cruise, Atlanta, was elected President 
of the Atlanta Tuberculosis Association at the associa- 
tion’s annual meeting. 

Dr. Thomas Findley, Augusta, was recently made a 
Regent of the American College of Physicians. 


KENTUCKY 


Dr. Branham B. Baughman, Frankfort, has been 
elected to membership on the National Blue Shield 
Commission. 

Dr. Peggy Howard, Louisville obstetrician and gyne- 
cologist, was recently elected President of the newly 
formed Kentucky Chapter 49 of the American Medical 
Women’s Association. Other officers of this group are: 
Dr. Letitia Kinsey, Louisville, Secretary-Treasurer; Dr. 
Helen Fraser, Louisville, State Director and member- 
ship chairman at large; and Dr. Edith Stanley, Louis- 
ville, will formulate the laws and bylaws. 

Dr. Mitchell B. Denham, Maysville, was recently 
named “Family Doctor of the Year” and presented the 
F. M. Howard award at the annual meeting of the 
Kentucky Chapter of the American Academy of Gen- 
eral Practice. Also presented with an honorary award 
was Dr. Charles Baron, Covington, for his outstanding 
research on mental illness. 


New officers for the Kentucky Chapter of the Amer-, 


ican Academy of General Practice are: President, Dr. 
Charles Bryant, Louisville; President-Elect, Dr. Daryl 
P. Harvey, Glasgow; Vice-President, Dr. Chris S. Jack- 
son, Danville; Secretary-Treasurer, Dr. John J. Rolf. 
Covington; Delegate to the American Academy, Dr. 
Frank L. Duncan, Monticello; Alternate Delegate, Dr. 
Paul J. Sides, Lancaster. New members of the Ken- 
tucky Academy's board of directors are: Drs. Richard 
A. Hamilton, Springfield; Arthur O. Goodman, Louis- 
ville; George C. Reed, Versailles; John M. Baird, Dan- 
ville; Russell L. Hall, Wheelwright; and Mitchell B. 
Denham, Maysville. 


Dr. Gradie R. Rowntree, Louisville, was elected sec- 
ond Vice-President of the Industrial Medical Associa- 
tion at the 13th National Industrial Health Confer- 
ence in Atlantic City, New Jersey. 

Dr. S. Spafford Ackerly, chairman of the Psychiatry 
Department at the University of Louisville Medical 
School, has been awarded a Guggenheim Fellowship 
to assist in his research on the frontal-lobe function 
in the brain. 


Dr. C. C. Risk, Shelbyville, was recently honored at 
a testimonial dinner by the Henry County Medical 
Society. 

Dr. W. A. Weldon, Glasgow, was recently elected 
“Boss of the Year” by the Glasgow Business and Pro- 
fessional Women’s Club and presented with the annual 
trophy award. He was cited for his “humanitarian 
work and for his unselfish civic activity.” 


AUGUST 1958 


Dr. Russell E. Teague, Louisville. State Commission- 
er of Health, has been elected Chairman of the Ohio 
River Valley Water Sanitation Commission. 


Dr. Jesshill Love, Louisville, was recently elected 
Treasurer of the American Radium Society at its 40th 
annual meeting. 


LOUISIANA 


Dr. Rudolph J. Muelling, Jr., New Orleans, Associ- 
ate Professor of Pathology and Chief Pathologist and 
Toxicologist to the Office of the Coroner, was recently 
appointed to the Board of Editors of the American 
Journal of Clinical Pathology. 


Dr. A. N. Houston, New Orleans, has been appoint- 
ed head of the Department of Industrial Surgery at 
Touro Infirmary. 


Dr. Leopold Levy, New Orleans, was recently elected 
Vice-President of the Southeastern Society of Oral 
Surgeons. 

Dr. Homer J. Dupuy, New Orleans, has been in- 
stalled as President-Elect of the Louisiana Heart 
Association. 


Dr. Andrew Hedmeg, New Orleans, has been elected 
President-Elect of the Association of State and Terri- 
torial Directors of Local Health Services. 


Dr. Paul W. Renken, New Orleans, has been elected 
President of the New Orleans Academy of Ophthal- 
mology. Other officers include: Vice-President, Dr. 
Robert E. Schoel; Secretary, Dr. N. C. Farrington; 
Treasurer, Dr. George Ellis; and Members of the 
Board of Directors, Drs. William M. Boles and Jeanne 
R. Hanley, all of New Orleans. 


New officers of the Louisiana State Medical Society 
are: President-Elect, Dr. W. Roby Hardy; Second 
Vice-President, Dr. Boni J. DeLaureal; Secretary- 
Treasurer, Dr. C. Grenes Cole; Councilor of First Dis- 
trict, Dr. Felix Planche; Chairman of the House of 
Delegates, Dr. Charles Odom; Delegate to American 
Medical Association, Dr. P. H. Jones; and Alternate 
Delegate, Dr. Edwin L. Zander, all of New Orleans. 


The following officers were recently elected by the 
Louisiana State Society of Anesthesiologists: President, 
Dr. Richard H. Morris, Alexandria; Vice-President, 
Dr. John B. Parmley, New Orleans; and Secretary- 
Treasurer, Dr. William E. Trotti, New Orleans. 

Dr. Henry C. Pitot, New Orleans, Instructor of 
Pathology, Tulane University of Louisiana School of 
Medicine, was recently awarded a Lillian Israel 
Memorial Postdoctoral Fellowship of the American 
Cancer Society. 

Dr. Daniel C. Riordan, New Orleans, was recently 
elected Vice-President of the American Society for 
Surgery of the Hand. 

Dr. Charles L. Black, a chest surgeon of Shreveport, 
was one of four physicians selected to make a tour of 
clinics and hospitals around the world, sponsored by 
the Baptist World Alliance. These physicians were 
chosen on the basis of their “professional competence 
and their Christian dedication.” 


MARYLAND 


Dr. James B. Field, Bethesda, was recently presented 
with the 1958 Lilly Award by the American Diabetes 
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Association at its 18th annual meeting. He was selected 
for this award for his research in the field of diabetes. 

New officers for the Medical and Chirurgical Fac- 
ulty of the State of Maryland are: President, Dr. Leslie 
E. Daugherty, Cumberland; Vice-Presidents, Dr. Rob- 
ert W. Farr, Chestertown, Dr. Page C. Jett, Prince 
Frederick, Dr. Samuel Morrison, Baltimore; Secretary, 
Dr. William C. Ebeling, Baltimore; and Treasurer, Dr. 
Wetherbee Fort, Baltimore. 


Dr. Caroline A. Chandler, Baltimore, Assistant Pro- 
fessor of Pediatrics, Johns Hopkins University School 
of Medicine, has been appointed Chief of the Division 
of Maternal and Child Health of the State Health 
Department. 


Dr. James A. Shannon, Bethesda, Director of the 
National Institutes of Health, has been presented the 
New York University College of Medicine Alumni As- 
sociation 1958 Scientific Award for “outstanding 
achievements in the fields of renal physiology, malarial 
control and national administration of medical re- 
search.” 

Dr. William Peeples, Rockville, was chosen Presi- 
dent-Elect of the Maryland Public Health Association 
for 1958-59. 

Dr. John Brownsberger, Takoma Park, was elected 
Vice-President of the Maryland Chapter of the Ameri- 
can College of Surgeons. 


Dr. Peter N. Lombard, Silver Spring, was chosen 
Governor of Kiwanis International for the Capital 
area. 

Dr. Henry Laughlin, Chevy Chase, was appointed 
Chairman of the Committee on Public Information of 
the American Psychiatric Association. 


Dr. Merrill Cross, Silver Spring, was elected to the 
Nominating Committee of the Medical and Chirurgi- 
cal Faculty of Maryland. 


MISSISSIPPI 


Dr. Guy T. Vise, Meridian, was inaugurated Presi- 
dent of the Mississippi State Medical Association at its 
90th annual session in Jackson, May 13-15, following 
selection of Dr. Stanley A. Hill, Corinth, as President- 
Elect. Dr. Hill will be the first “second generation” 
President in MSMA'’s 102 year history, following his 
father, Dr. J. R. Hill, 1935 President. Other officers 
elected were: Dr. William E. Lotterhos, Jackson, 
Secretary-Treasurer; Dr. A. H. Little, Oxford, Dr. 
George G. Townsend, Forest, and Dr. Frank Massen- 
gill, Brookhaven, Vice-Presidents; Dr. William M. Dab- 
ney, Crystal Springs, Associate Editor; Dr. Lawrence 
W. Long, Jackson, Speaker; Dr. B. B. O'Mara, Biloxi, 
Vice-Speaker; Dr. John F. Lucas, Greenwood, AMA 
Delegate; and Dr. George Twente, Jackson, Alternate 
AMA Delegate. Mrs. Mayo Flynt, Meridian, was in- 
ducted as Auxiliary President and Mrs. James T. 
Thompson, Moss Point, was named President-Elect. 


Dr. Felix J. Underwood, executive officer of the 
Mississippi State Board of Health and Dean of state 
health officers, retired June 30. SBH staff and em- 
ployees held an appreciation dinner for Dr. Under- 
wood June 23. MSMA will nominate Dr. Underwood 
for the 1958 AMA Distinguished Service Award. 


Dr. Walterine Herrington, Union, took top class 
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honors at the University of Mississippi School of Medi- 
cine and became the second recipient of the Leathers 
Medal. 

Dr. Howard A. Nelson, Greenwood, and Dr. William 
E. Lotterhos, Jackson, have been appointed to the 
State Board of Nurse Examiners by Governor Cole- 
man. 

Dr. James Grant Thompson of Jackson has been 
elected President of the Ole Miss Medical Alumni. 

The forthcoming meeting of District VII, American 
College of Obstetricians and Gynecologists will be held 
in Jackson, Mississippi, September 12 and 13, 1958. 

Dr. L. C. Hanes, Jr., Jackson, has been named an 
Assistant Professor of Psychiatry at The University of 
Mississippi School of Medicine. 

Dr. L. W. Fabian, Jackson, has been named Profes- 
sor of Anesthesiology at the University Medical Center. 


MISSOURI 


Officers for the newly organized Missouri State Sur- 
gical Society are: Dr. Claude J. Hunt, Kansas City, 
President; Dr. J. William Thompson, St. Louis, Presi- 
dent-Elect; Dr. Durward G. Hall, Springfield, Vice- 
President; and Dr. John A. Growdon, Kansas City, 
Secretary-Treasurer. 

Dr. P. W. Jennings, Canton, has been selected “Best 
Citizen for 1957” by the Canton Chamber of Com- 
merce. Dr. Jennings will have completed 50 years of 
medical practice in Lewis County this month. 

Dr. Ralph Perry, Kansas City, has been elected 
President of the Missouri State Medical Association. 
Other officers include: Drs. James C. Cope, Columbia, 
Milton T. English, Jr., Kirksville, and W. O. Finney, 
Chaffee, Vice-Presidents; Dr. John I. Matthews, Jeffer- 
son City, Secretary; and Dr. R. O. Muether, St. Louis, 
Treasurer; Dr. Oscar P. Hampton, Jr., St. Louis, 
Speaker of the House of Delegates; and Dr. William 
C. Mixson, Kansas City, Vice-Speaker. 


Dr. John H. Killough, Columbia, has been appoint- 
ed Coordinator of Departments of Internal Medicine 
in 22 Veterans Administration Hospitals in the At- 
lanta, Georgia, area. 


Dr. E. J. Schewe, Columbia, has been appointed 
Chief Surgeon at the Ellis Fischel State Cancer 
Hospital. 


Dr. Arthur B. Smith was elected President of the 
Research Clinic Medical Staff at the annual election 
of officers. Dr. Revis C. Lewis was elected Vice-Presi- 
dent; Dr. Warren F. Wilhelm, Secretary; and Dr. Ira 
T. Smith, Treasurer, all of Kansas City. 


Dr. Edward D. Kraft, St. Louis, has been installed 
as President of the Missouri State Society of Anesthesi- 
ologists. 

Dr. A. J. Campbell, Sedalia, was recently elected to 
the Board of Directors of the Sedalia Jaycees. 


Dr. Michael Bernreiter, Kansas City, has been in- 
vited to speak before the Fifth International Congress 
on Diseases of the Chest, to be held in Tokyo, Japan, 
September 7 to 10, 1958. His subject will be “Tietze's 
Syndrome and the Differentiation of Chest Pain.” 


New President-Elect of the Menorah Medical Center 
Staff is Dr. Harold Passman, Kansas City. Dr. Edward 
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J. Twin, Kansas City, was elected Secretary, and Dr. 
Sanford Simon, Kansas City, Treasurer. 

Dr. Frank L. Feierabend, Kansas City, has been 
elected President-Elect of the Blue Shield Medical 
Care Plans at the annual meeting in Chicago. Dr. 
Feierabend is also President of the Board of Trustees 
of Surgical Care of Kansas City. 


Dr. Helen Yeager, Columbia, has been appointed 
Clinical Associate in Pediatrics at the University of 
Missouri School of Medicine. She is also acting as 
consultant at the City Clinic in Columbia. 

Another appointment to the University of Missouri 
School of Medicine is Dr. Felix Torres, St. Louis, as 
Assistant Instructor in Surgery. 


Dr. Eric Reiss, Assistant Professor of Medicine and 
Preventive Medicine and American Cancer Society 
scholar in medicine at Washington University School 
of Medicine, St. Louis, has been appointed Director of 
the Irene Walter Johnson Institute of Rehabilitation 
currently under construction at the medical center. 

Dr. Charles J. Galbraith has been appointed Senior 
Instructor in Surgery, Saint Louis University School of 
Medicine and Chief of the Saint Louis University 
Surgical Service at Veterans Administration Hospital 
in St. Louis. 

Dr. Rene Wegria, Associate Professor of Medicine at 
Presbyterian Hospital and Columbia University Col- 
lege of Physicians and Surgeons, has been appointed 
Professor of Internal Medicine and Director of the 
Department of the Saint Louis University School of 
Medicine, it was announced by the Very Rev. Paul C. 
Reinert, S.J., President of the University. 


NORTH CAROLINA 


Dr. Paul M. Gross, Durham, Vice-President of Duke 


University, and President of the Oak Ridge Institute 
of Nuclear Studies, will become an Honorary Com- 
mander of the Civil Division of the Order of the Brit- 
ish Empire, through an appointment by Her Majesty, 
Queen Elizabeth. The citation will be presented to 
Dr. Gross for his “outstanding services to the cause of 
Anglo-American friendship and understanding.” 


Dr. Eben Alexander, Winston-Salem, was recently 
elected President of the United Medical Research 
Foundation at its annual meeting. 


Two new appointments to the faculty of the Bow- 
man Gray School of Medicine are Drs. Frank H. 
Hulcher and Paschal Strong, Jr. 


Faculty promotions at the Bowman Gray School of 
Medicine include: Dr. C. Hampton Mauzy to Professor 
of Obstetrics and Gynecology; Dr. William H. Boyce to 
Associate Professor of Urology; Dr. Richard L. Burt to 
Associate Professor of Obstetrics and Gynecology; Dr. 
Charles M. Howell to Assistant Professor of Internal 
Medicine; Dr. George W. James to Associate Professor 
of Clinical Dermatology; Dr. William A. Lambeth, Jr., 
to Assistant Professor of Clinical Internal Medicine; 
Dr. Marvin McRae to Assistant Professor of Clinical 
Dermatology; Dr. Charles H. Reid, Jr., to Assistant 
Professor of Clinical Internal Medicine; and Dr. Tom 
A. Petty to Instructor in Clinical Obstetrics and Gyne- 
cology. 

Dr. Earnest H. Wood of the University of North 
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Carolina School of Medicine recently was named Pres- 
ident-Elect of the Association of University Radiolo- 
gists at the annual meeting of this society in Balti- 
more. A Past President of the North Carolina Radio- 
logical Society and currently a Trustee of the Ameri- 
can Board of Radiology, Dr. Wood is Professor of 
Radiology in the School of Medicine of the University 
of North Carolina. Before assuming his present post in 
1952 at the University in Chapel Hill, Dr. Wood was 
Associate Professor of Radiology at Columbia Uni- 
versity. 

Dr. Harley C. Shands, Associate Professor of Psychia- 
try of the University of North Carolina School of 
Medicine, has been awarded a fellowship by the Com- 
monwealth Fund for a year’s study beginning in Sep- 
tember, 1958. Dr. Shands’ work will be done in Lon- 
don and will concern his current book on psychother- 
apy. The UNC Professor will make his headquarters 
at Maudesley Hospital at the Institute of Psychiatry of 
the University of London. 

Dr. Ralph Penniall, Assistant Professor of Biochem- 
istry of the University of North Carolina School of 
Medicine, has been awarded an Advanced Research 
Fellowship by the American Heart Association for a 
two year period beginning September 1. 


OKLAHOMA 


Dr. John B. Christensen, Research Associate in the 
Department of Anatomy at the University of Okla- 
homa School of Medicine, has been awarded a James 
Picker Foundation Fellowship in Radiological Re- 
search, given by the National Academy of Sciences- 
National Research Council. 

Dr. Arthur A. Hellbaum, Oklahoma City, Professor 
and Chairman of the Department of Pharmacology, 
will take a year’s leave of absence from the University 
of Oklahoma School of Medicine to act as Adminis- 
trator of Personnel for Research for The American 
Cancer Society. He will function as a consultant on all 
phases of their research program. 

Dr. Roy L. Cochran, Caddo, was recently honored 
when his friends and associates celebrated “Doctor Roy 
Cochran Appreciation Day.” 


Dr. E. C. Mohler, Ponca City, was recently installed 
as President of the Oklahoma State Medical Associa- 
tion, and Dr. Alfred T. Baker, Durant, was elected 
President-Elect. Other officers include: Dr. Francis R. 
First, Checotah, Vice-President; Dr. Wilkie D. Hoover, 
Tulsa, Delegate to AMA; and Dr. Joe L. Duer, 
Woodward, Alternate Delegate. 

Dr. Sol Wilner, Tulsa, has been elected President of 
the Oklahoma State Radiological Society. 

Dr. Robert M. Shepard, Tulsa, has been given an 
award by the Oklahoma Tuberculosis Association for 
his 27 years as a member of the National Tubercu- 
losis Board of Directors. Dr. Shepard is a former Pres- 
ident of the state group. 


SOUTH CAROLINA 


Dr. William Weston, Jr., Columbia, was recently 
elected President-Elect of the South Carolina Medical 
Association at its annual meeting in Myrtle Beach. 
Other officers elected were: Dr. Henry C. Robertson, 
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Jr., Charleston, Vice-President; Dr. Robert Wilson, 
Charleston, Secretary; Dr. J. Howard Stokes, Florence, 
Treasurer; Dr. George D. Johnson, Spartanburg, Dele- 
gate to AMA; and Dr. Charles N. Wyatt, Greenville, 
Alternate Delegate. 


Dr. E. J. Dennis III, Charleston, has passed the ex- 
aminations of the American Board of Obstetrics and 
Gynecology; and Dr. A. E. Rawl, Charleston, passed 
the examinations of the American Board of Radiology. 


The Industrial Association of South Carolina has 
elected the following officers: Dr. Clay Evatt, Charles- 
ton, President; Dr. Charles Hanna, Spartanburg, 
President-Elect; and Dr. John Perry, Hartsville, 
Secretary- Treasurer. 


Dr. Henry Rigdon, Florence, has been elected Vice- 
President of the South Carolina Surgical Society, and 
Dr. William Brockington of Greenwood, was re-elected 
Secretary- Treasurer. 


Dr. Hilla Sheriff, Columbia, Director of the Mater- 
nal and Child Health Division, has been chosen 
President-Elect of the Association of State Maternal 
and Child Health and Crippled Children Directors. 


TENNESSEE 


Dr. O. W. Hyman, Vice-President of the University 
of Tennessee in charge of the Medical Units and Dean 
of the College of Medicine, retired as Dean of the 
College July 1. His successor will be Dr. M. K. Calli- 
son, specialist in internal medicine and Associate Pro- 
fessor in the College of Medicine. Dr. Hyman has been 
Dean of the College of Medicine since 1925. He was 
named Vice-President in 1948 and will continue in 
that capacity. 

Dr. Lorin E. Ainger, Assistant Research Professor of 
Pediatrics at the University of Utah Medical School in 
Salt Lake City, will join the staff of the College of 
Medicine at the University of Tennessee as an Assist- 
ant Professor in Pediatrics September 1. Dr. Ainger 
also will serve as medical director of the Variety 
Club's Home for Convalescent Children, a 20 bed in- 
stitution for children recuperating from rheumatic 
heart disease. 


Dr. Emmett R. Hall, head of the Department of 
Dermatology at the College of Medicine since 1933, 
was relieved of his administrative duties effective July 
1, but will continue to serve as Professor of Derma- 
tology. He is succeeded by Dr. Vonnie A. Hall, who 
was advanced from Associate Professor to Professor 
and Head of the Department. He is a nephew of Dr. 
Emmett Hall. 


The newly organized Tennessee State Obstetrical 
and Gynecological Society has elected as its officers 
Dr. Finis Taylor, Memphis, President; Dr. George 
Mitchell, Chattanooga, Vice-President; Dr. William 
Mackey, Memphis, Secretary; and Dr. Homer Pace, 
Nashville, Treasurer. 


Recently elected officers of the Tennessee Radiolog- 
ical Society are: Dr. David Carroll, Memphis, Presi- 
dent; Dr. Granville Hudson, Nashville, President- 
Elect; Dr. George Henshall, Chattanooga, Vice-Presi- 
dent; Dr. James J. Range, Johnson City, Secretary- 
Treasurer; and members of the Executive Committee, 
Dr. Ben Mays, Nashville, and Dr. Horace Gray of 
Memphis. 
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Dr. E. L. Caudill, Jr., Elizabethton, was recently 
chosen President-Elect of the Tennessee Academy of 
General Practice. 


Dr. J. Marsh Frere, Sr., Chattanooga, has been elect- 
ed Recording Secretary for the Association of Surgeons 
of the Southern Railway. 

Dr. Samuel L. Raines, Memphis, has been re-elected 
Secretary of the American Urological Association. 

Dr. R. H. Kampmeier of Nashville has been re- 
elected to the Board of Governors of the American 
College of Physicians. 

A new appointment to the State Board of Medical 
Examiners is Dr. Spencer Y. Bell of Knoxville. 

Dr. Amos Christie of Nashville has been awarded 
the John Phillips Memorial medal. This is the highest 
award given by the American College of Physicians. 

Dr. Douglas H. Sprunt, Memphis, was recently 
chosen Vice-President of the American Association of 
Pathologists and Bacteriologists. 

Dr. McCarthy DeMere, Memphis, was recently elect- 
ed First Vice-President of the Southeastern Society of 
Plastic and Reconstruction Surgeons, and Dr. Greer 
Ricketson, Nashville, was elected President-Elect. 

Dr. Richard F. Kelsey, Memphis, has been selected 
Chairman of the 1958 Cancer Crusade in Collierville. 


TEXAS 


New officers elected at the organizational meeting 
of the Texas Society of Athletic Team Physicians are: 
Dr. Edward T. Smith, Houston, President; Dr. William 
H. Ledbetter, Wichita Falls, President-Elect; Dr. W. 
S. Horn, Jr., Fort Worth, Vice-President; and Dr. Jack 
G. Brannon, Houston, Secretary-Treasurer. 


Dr. Earl L. Loftis, Dallas, has been elected President 
of the Texas Dermatological Society; Dr. Thomas H. 
Diseker, San Antonio, Vice-President; and Dr. E. N. 
Walsh, Fort Worth, Secretary-Treasurer. 


Dr. Holland T. Jackson, Fort Worth, has been 
chosen President of the American Academy of General 
Practice. 


Dr. Harold Beasley, Fort Worth, was elected Presi- 
dent of the Texas Ophthalmological Association dur- 
ing its meeting in Houston. Other officers elected 
were: Dr. Max Baldridge, Texarkana, Vice-President; 
Dr. James Scruggs, Jr., Waco, Secretary; Dr. William 
Burch, Tyler, Treasurer; and Drs. Edward D. McKay, 
Amarillo, and Gordon J. Bryson, Jr., Corpus Christi, 
Councilors. 


Dr. Baron Hardy, Houston, has been elected Presi- 
dent of the Texas Society of Plastic Surgeons and Dr. 
Raymond Brauer, Houston, was elected Secretary- 
Treasurer. 


New officers for the Texas Traumatic Surgical So- 
ciety are Dr. G. V. Brindley, Jr., Temple, President; 
Dr. W. D. Marrs, Fort Worth, First Vice-President; 
Dr. Edward B. Rowe, Galveston, Second Vice-Presi- 
dent; and Dr. W. E. Crump, Wichita Falls, Secretary- 
Treasurer. 


Recently elected officers for the Texas Heart Asso- 
ciation are Dr. Robert E. Leslie, El Campo, President- 
Elect; Dr. Henry M. Winans, Sr., Dallas, First Vice- 
President; Dr. Milton R. Hejtmancik, Galveston, Sec- 
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ond Vice-President; Dr. Charles L. Bybee, Houston, 
Secretary-Treasurer; and Dr. Harold J. Foster, Fort 
Worth, Chairman of Board. 


New officers elected at the Texas Neuropsychiatric 
Association meeting in Houston are Dr. Hamilton 
Ford, Galveston, President-Elect; Dr. Alfred H. Hill, 
San Antonio, Vice-President; and Dr. Clarence Hoek- 
stra, Dallas, Secretary-Treasurer. 

The Society of Life Insurance Medical Directors of 
Texas, at its annual meeting in Houston, elected Dr. 
G. F. Goff, Dallas, President; Dr. Chester E. Cook, 
Dallas, Secretary-Treasurer; and Drs. Howard Kk. 
Crutcher, Dallas, and Fred Dinkler, Houston, Dele- 
gates. 

New officers of the Texas Society of Anesthesiolo- 
gists elected at the annual meeting in Houston are 
Dr. M. M. Rosenzweig, San Antonio, President; Dr. 
M. T. Jenkins, Dallas, Secretary; and Dr. R. A. Miller, 
San Antonio, Program Chairman. 

Dr. Ralph G. Greenlee of Midland has been elected 
President-Elect of the Texas Diabetes Association; Dr. 
Frank Wallace, Arlington, First Vice-President; Dr. J. 
J. Delaney of Corpus Christi, Second Vice-President; 
and Dr. Warren W. Moorman, Fort Worth, Secretary- 
Treasurer. 

New alumni officers of the University of Texas 
Medical Branch are Dr. C. M. Phillips, Levelland. 
President; Dr. James H. Wooten, Columbus, President- 
Elect; Dr. Frank McKinley, Jr., Marlin, First Vice- 
President; and Dr. Harvey Renger, Hallettsville, Sec- 
ond Vice-President. 

Dr. W. W. Sumner, Fort Worth, was elected Vice- 
President and President-Elect at the annual meeting 
of the Texas Air-Medics Association in Houston. Dr. 


R. Henry Harrison, Bryan, President; Dr. C. F. Miller, . 


Waco, Secretary; and Dr. J. D. Magee, Abilene, and 
Dr. Virgil M. Payne, Dallas, Directors. 


The following officers have been elected by the 
Texas Physical Medicine and Rehabilitation Society: 
Dr. Vann S. Taylor, Dallas, President; Dr. Edward M. 
Krusen, Dallas, Vice-President; Dr. Lewis A. Leavitt, 
Houston, Secretary; and Dr. Odon F. von Werssowetz, 
Gonzales, Delegate. 


The Texas chapter of the American Association of 
Public Health Physicians elected as their officers Dr. 
Fred K. Laurentz, Houston, President-Elect; Dr. L. P. 
Walter, Austin, Vice-President; Dr. B. M. Primer, 
Austin, Secretary-Treasurer; and Dr. R. E. Johnson, 
Brownfield, Trustee. 


Newly elected officers for the Texas Chapter of the 
American College of Chest Physicians are Dr. J. O. 
Armstrong, Dallas, President; Dr. Lawrence M. Shefts, 
San Antonio, First Vice-President; Dr. H. M. Ander- 
son, San Angelo, Second Vice-President; and Dr. Carlos 
J. Quintanilla, Harlingen, Secretary. 


VIRGINIA 


Dr. James M. Moss, Alexandria, was recently elected 
Chairman of the Medical Council of the Washington 
Metropolitan Area for 1958-59. Dr. Moss, Clinical As- 
sociate Professor of Medicine at Georgetown Univer- 
sity, has also been elected President of the Alexandria 
Medical Society. 
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New officers recently elected by the Alexandria 
Medical Society include: Dr. Ben C. Jones, Jr., Presi- 
dent-Elect; Dr. John D. Hoyle, Vice-President; Dr. 
Robert K. Wineland, Secretary; and Dr. Simon Palu- 
chi, Treasurer, all of Alexandria. 


Dr. A. Ray Dawson, Richmond, has been elected 
President of the Richmond Tuberculosis Association. 

Dr. Thomas K. McBee, Saltville, recently completed 
sixty years of practice and states he intends to “prac- 
tice as long as I can get to the office.” 


WEST VIRGINIA 


The College of William and Mary, at its 258th 
Annual Commencement Exercises at Williamsburg, 
Virginia, bestowed upon Dr. Walter E. Vest, of Hunt- 
ington, the honorary degree of Master of Arts “in 
appreciation of scholarship and service to humanity.” 
Dr. Vest is the first to be given the degree honoris 
causa in the twentieth century. He is also Past Presi- 
dent of the Southern Medical Association and Chair- 
man of the Board of Trustees, and Editor of the West 
Virginia Medical Journal. 

Dr. Page H. Seekford, who has for the past several 
years engaged in industrial and general practice at 
Nellis, Seth, and Prenter, in Boone County, has ac- 
cepted appointment as Director of the Kanawha- 
Charleston Health Department. 


INSTRUCTIONS TO CONTRIBUTORS 


Exclusive Publication: Articles offered for publication must 
be contributed solely to the Southern Medical Journal. 


Manuscripts: Manuscripts should be original copy, type- 
written, double-spaced, with wide margins. Because of lack 
of space, it is necessary to limit the number of bibliographic 
references to twenty. Footnotes and references should con- 
form to the following style: 


1. Doe, J. E.: What You Should Know 
about It, New England J. Med. 
243:435, 1950. 


Illustrations: Black and white glossy prints, preferably 5 by 
7 inches, and drawings in India ink on white paper are 
required. The author's name, number and indication of 
top, if doubtful, should be attached. Necessary plates not 
exceeding six, or one and a half pages, will be furnished 
by the Journal. 


Reprints: Reprints are available at publisher's cost. An 
order form will accompany author’s galley proof and should 
be returned with the galley to the Editor. 


Book Reviews: Books and monographs submitted for review 
should be mailed to the Editor. Acknowledgment will ap- 
pear in the Journal. Selection rights reserved. 


Editorial Address: All manuscripts, corrected galley proof, 
reprint orders, books for review and related correspondence 
should be addressed to the Editor, R. H. Kampmeier, M.D., 
Vanderbilt University School of Medicine, Nashville 5, 
Tennessee. 


Business Address: All correspondence related to member- 
ship, subscriptions, advertising, and other business should 
be addressed to the Southern Medical Association, 2601 
Highland Avenue, Birmingham 5, Alabama. 


| 


Officers of the Southern Medical 
Association 1957-1958 


President 


Dr. W. Kelly West, 520 Osler Building, Oklahoma 
City 3, Oklahoma 


President-Elect 
Dr. Milford O. Rouse, 1414 Medical Arts Building, 
Dallas 1, Texas 
First Vice-President 


Dr. Edwin H. Lawson, 2700 Napoleon Avenue, New 
Orleans 15, Louisiana 


Second Vice-President 


Dr. Donald F. Marion, 1041 duPont Building, Miami 
32, Florida 


Executive Secretary-Treasurer and Managing Editor 


Mr. V. O. Foster, 2601 Highland Avenue, Birmingham 
5, Alabama 


Advisor and Professional Relations Counselor 
Mr. C. P. Loranz, 2601 Highland Avenue, Birmingham 
5, Alabama 
Business Manager 
Mr. Robert F. Butts, 2601 Highland Avenue, Birming- 
ham 5, Alabama 
Editor of Journal 


Dr. R. H. Kampmeier, Vanderbilt University School 
of Medicine, Nashville 5, Tennessee 


Councilors 

Dr. Fount Richardson, Chairman, 316 West Dickson 
Street, Fayetteville, Arkansas 

Dr. Harry Lee Claud, Vice-Chairman, Suite 1010, 1835 
Eye Street, N.W., Washington 6, D. C. 

Dr. J. Garber Galbraith, 2020 15th Avenue, South, 
Birmingham 5, Alabama 

Dr. Joseph S. Stewart, 3384 Mary Street, Miami 33, 
Florida 

Dr. Jack C. Norris, 138 Doctors Building, 490 Peach- 
tree Street, N.E., Atlanta, Georgia 

Dr. J. Duffy Hancock, 705 Brown Building, Louisville 
2, Kentucky 

Dr. J. Kelly Stone, 4440 Magnolia Street, Suite 300, 
New Orleans 15, Louisiana 

Dr. Harry M. Robinson, Jr., 1209 St. Paul Street, 
Baltimore 2, Maryland 

Dr. J. F. Lucas, 501 West Washington Avenue, Green- 
wood, Mississippi 

Dr. O. P. J. Falk, #3 Southmoor, Clayton 5, Missouri 

Dr. George D. Wilson, 308 City Hall Building, Ashe- 
ville, North Carolina 

Dr. Henry H. Turner, 1200 North Walker Street, 
Oklahoma City 3, Oklahoma 


1079 


Dr. J. W. Jervey, Jr., 709 Dunbar Street, Greenville, 
South Carolina 


Dr. A. H. Lancaster, 608 W. Main Street, Knoxville 2, 
Tennessee 

Dr. Robert D. Moreton, 1217 W. Cannon Street, Fort 
Worth 4, Texas 

Dr. Donald S. Daniel, Johnston-Willis Hospital, Rich- 
mond 21, Virginia 

Dr. Howard A. Swart, 524 Medical Arts Building, 
Charleston 1, West Virginia 


Executive Committee of the Council 
Dr. Fount Richardson, Chairman of the Council, 
Chairman 
Dr. Harry Lee Claud, Vice-Chairman of the Council 
Dr. J. W. Jervey, Jr. 
Dr. Robert D. Moreton 
Dr. George D. Wilson 
Dr. W. Kelly West, President 
Dr. Milford O. Rouse, President-Elect 


Board of Trustees 
(All are Past Presidents) 

Dr. Walter E. Vest, (1958), 1115 Ninth Avenue, Hunt- 
ington 1, West Virginia 

Dr. Walter C. Jones, (1959), 550 Brickell Avenue, 
Miami 32, Florida 

Dr. Alphonse McMahon, (1960), Missouri Theatre 
Building, St. Louis 3, Missouri 

Dr. R. L. Sanders, (1961), 899 Madison Avenue, 
Memphis 3, Tennessee 

Dr. W. Raymond McKenzie, (1962), Medical Arts 
Building, Baltimore 1, Maryland 


Dr. J. P. Culpepper, Jr., (1963), 709 Arledge Street, 
Hattiesburg, Mississippi 


Editorial Board 

Dr. Lenox D. Baker, Duke University School of Medi- 
cine, Durham, North Carolina 

Dr. Sullivan G. Bedell, 2720 Park Street, Jacksonville 
5, Florida 

Dr. Willis E. Brown, University of Arkansas School 
of Medicine, Little Rock, Arkansas 

Dr. Stanley A. Hill, 607 Fillmore Street, Corinth, 
Mississippi 

Dr. John H. Lamb, Medical Arts Building, Oklahoma 
City 2, Oklahoma 

Dr. Preston A. McLendon, 2146 Wyoming Avenue, 
N.W., Washington 8, D. C. 

Dr. J. F. A. McManus, University of Alabama Medical 
Center, Birmingham 5, Alabama 

Dr. William F. Rienhoff, Jr., 1201 North Calvert 
Street, Baltimore, Maryland 


1080 


Dr. Charles Rieser, 819 Cypress Street, N.E., Atlanta 
8, Georgia 

Dr. Curtice Rosser, 710 Medical Arts Building, Dallas 
1, Texas 


Section Officers 


Section on Allergy 


Dr. Thomas G. Johnston, Chairman, Cazort-Johnston 
Allergy Clinic, 1425 West 7th Street, Little Rock, 
Arkansas 

Dr. George J. Stuart, Vice-Chairman, 1150 Connecti- 
cut Avenue, N.W., Washington 6, D. C. 


*Dr. William C. Grater, Secretary, 1719 Pacific Avenue, 
Dallas 1, Texas 


Section on Anesthesiology 
Dr. William E. Bageant, Chairman, 3754 Jocelyn 
Street, N.W., Washington 15, D. C. 
Dr. John T. Stage, Vice-Chairman, Riverside Hospital, 
2033 Riverside Avenue, Jacksonville, Florida 
*Dr. John B. Parmley, Secretary, 2004 Tulane Avenue, 
New Orleans 16, Louisiana 


Section on Dermatology and Syphilology 
Dr. Edward P. Cawley, Chairman, University of Vir- 
ginia Hospital, Charlottesville, Virginia 
*Dr. Barrett Kennedy, Vice-Chairman, 1010-1013 Amer- 
ican Bank Building, 200 Carondelet Street, New 
Orleans 12, Louisiana 


*Dr. J. Fred Mullins, Secretary, University of Texas 
Medical Branch, Galveston, Texas 


Section on Gastroenterology 


SOUTHERN MEDICAL JOURNAL 


Dr. James O. Burke, Chairman, 1200 East Broad ° 


Street, Richmond 19, Virginia 

*Dr. Tim J. Manson, Vice-Chairman, 103 Interstate 
Building, Chattanooga, Tennessee 

*Dr. George E. Welch, Secretary, Browne-McHardy 


Clinic, 3636 St. Charles Avenue, New Orleans 15, 
Louisiana 


Section on General Practice 


Dr. E. Paul Knotts, Chairman, 406 Market Street, 
Denton, Maryland 

Dr. H. B. Goodwin, Jr., Vice-Chairman, Box 657, Fort 
Pierce, Florida 


*Dr. Carroll L. Witten, Secretary, 2237 Taylorsville 
Road, Louisville 5, Kentucky 


Section on Gynecology 
*Dr. W. Norman Thornton, Jr., Chairman, University 
Hospital, Charlottesville, Virginia 
*Dr. John T. Armstrong, Vice-Chairman, 426 Hermann 
Professional Building, 6410 Fannin Street, Houston 
25, Texas 
Dr. Robert N. Creadick, Secretary, Box 3608, Duke 
Medical Center, Durham, North Carolina 


Section on Industrial Medicine and Surgery 


Dr. Mac Roy Gasque, Chairman, Olin Mathieson 
Chemical Corporation, Pisgah Forest, North Caro- 
lina 


AUGUST 1958 


*Dr. W. G. Thuss, Sr., Vice-Chairman, Thuss Clinic 
for Industrial Medicine & Surgery, 2230 North 
Third Avenue, Birmingham 3, Alabama 

*Dr. L. A. Pyle, Secretary, The Chesapeake & Potomac 
Telephone Companies, 722 12th Street, N.W., 
Washington 5, D. C. 


Section on Medicine 

Dr. Robert M. Bird, Chairman, 800 N.E. 13th Street, 
Oklahoma City 4, Oklahoma 

Dr. Ellard M. Yow, Chairman-Elect, Department of 
Internal Medicine, Baylor University College of 
Medicine, Houston 25, Texas 

*Dr. Kelly M. West, Vice-Chairman, 1200 North 
Walker Street, Oklahoma City 3, Oklahoma 

*Dr. Kelly T. McKee, Secretary, Medical College Hos- 
pital, 55 Doughty Street, Charleston, South Carolina 


Section on Neurology and Psychiatry 
Dr. Martin L. Towler, Chairman, 112 North Boule- 
vard, Galveston, Texas 
*Dr. Theodore L. L. Soniat, Chairman-Elect, Ochsner 
Clinic, New Orleans 15, Louisiana 


Dr. Robert H. Groh, Secretary, 1726 M Street, N.W., 
Washington 6, D. C. 


Section on Obstetrics 
Dr. Robert F. Monroe, Chairman, 332 West Broad- 
way, Louisville 2, Kentucky 


*Dr. Charles H. Mauzy, Jr., Vice-Chairman, Bowman 
Gray School of Medicine, Winston-Salem, North 
Carolina 


Dr. Simon V. Ward, Secretary, 4414 Magnolia Street, 
New Orleans 15, Louisiana 


Section on Ophthalmology and Otolaryngology 
Dr. V. Eugene Holcombe, Chairman, Suite 214, Medi- 
cal Arts Building, Charleston 1, West Virginia 
Dr. G. Slaughter Fitz-Hugh, Chairman-Elect, 104 East 
Market Street, Charlottesville, Virginia 
*Dr. George M. Haik, Vice-Chairman, 812 Maison 
Blanche Building, New Orleans 16, Louisiana 
*Dr. Mercer G. Lynch, Secretary, Ochsner Clinic, Pry- 
tania and Aline Streets, New Orleans, Louisiana 


Section on Orthopedic and Traumatic Surgery 


Dr. J. Leonard Goldner, Chairman, Duke University 
Medical Center, Duke Hospital, Durham, North 
Carolina 

*Dr. A. H. Weiland, Vice-Chairman, 263 Aragon Ave- 
nue, Coral Gables, Florida 

Dr. Daniel C. Riordan, Secretary, 1538 Louisiana Ave- 
nue, New Orleans 15, Louisiana 


Section on Pathology 


Dr. W. A. D. Anderson, Chairman, Jackson Memorial 
Hospital, Miami 36, Florida 

Dr. Oscar B. Hunter, Jr., Vice-Chairman, 915 19th 
Street, N.W., Washington 6, D. C. 

*Dr. Warren B. Matthews, Secretary, c/o Kennestone 
Hospital, Marietta, Georgia 


| 


VOLUME 51 


Section on Pediatrics 


Dr. Blair E. Batson, Chairman, Department of Pedi- 
atrics, University Medical Center, Jackson, Missis- 
sippi 

*Dr. McLemore Birdsong, Vice-Chairman, University 
of Virginia Hospital, Charlottesville, Virginia 

*Dr. Clifford G. Grulee, Jr., Secretary, Division of 
Graduate Medicine, Tulane University School of 
Medicine, 1430 Tulane Avenue, New Orleans 12, 
Louisiana 


Section on Physical Medicine and Rehabilitation 


Dr. Oscar O. Selke, Jr., Chairman, 1203 Ross Sterling 
Avenue, Houston 25, Texas 

Dr. Herbert W. Park, Chairman-Elect, Box 846, Med- 
ical College of Virginia Station, Richmond 19, 
Virginia 

*Dr. Torsten H. Lundstrom, Secretary, VAC Hospital, 
Mountain Home, Tennessee 


Section on Proctology 
*Dr. Mark M. Marks, Chairman, 316 Doctors Building, 
701 E. 63rd Street, Kansas City 10, Missouri 


*Dr. Patrick H. Hanley, Vice-Chairman, 3503 Prytania 
Street, New Orleans 15, Louisiana 


Dr. Francis J. Burns, Secretary, 4660 Maryland Ave- 
nue, St. Louis 8, Missouri 


Section on Public Health 


Dr. Gerald E. McDaniel, Chairman, State Board of 
Health, Columbia, South Carolina 


BOOKS RECEIVED 


1081 


Dr. William W. Schottstaedt, Vice-Chairman, Univer- 
sity of Oklahoma School of Medicine, 800 N.E. 
13th Street, Oklahoma City 4, Oklahoma 

*Dr. Albert G. Lewis, Jr., Secretary, Southwest Florida 
Tuberculosis Hospital, 4001 Tampa Bay Boulevard, 
Tampa 7, Florida 


Section on Radiology 
Dr. John Day Peake, Chairman, P. O. Box 4097, 
Mobile Infirmary, Mobile, Alabama 
*Dr. J. M. Dell, Jr., Vice-Chairman, 217 S. Main 
Street, Gainesville, Florida 
Dr. Ted F. Leigh, Secretary, Emory University Clinic, 
Emory University, Georgia 
Section on Surgery 
*Dr. Harwell Wilson, Chairman, 899 Madison Avenue, 
Memphis 3, Tennessee 
*Dr. John J. Farrell, Vice-Chairman, 1700 N.W. 10th 
Avenue, Miami, Florida 


Dr. Arthur I. Chenoweth, Secretary, 2618 Tenth Ave- 
nue, South, Birmingham 5, Alabama 


Section on Urology 
Dr. William P. Herbst, Chairman, 1801 Eye Street, 
N.W., Suite #314, Washington 6, D. C. 
*Dr. Jack A. McKenzie, Vice-Chairman, 1714 Biscayne 
Boulevard, Miami 32, Florida 
Dr. H. King Wade, Jr., Secretary, 231 Central Avenue, 
Hot Springs, Arkansas 


*New Officers—Elected Miami Beach Meeting, 1957. 
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Professor and Chairman of the Department of Oral Medicine, 
h of the University of Alabama Medical Center; and Ruth 
Sleeper, R.N., Director of the School of Nursing, Massachusetts 
General Hospital. 691 pages. New York: raw-Hill Book 
Company, Inc., The Blakiston Division, 1958. Price $6.00. 


Laboratory Medicine—Hematology. By John B. Miale, M.D., 
Professor Pathology, University of Miami School of Medicine, 
and Director of Clinical Pathology, Jackson Memorial Hos- 
pital. 723 pages, 192 illustrations and nine plates. St. Louis: 
The C. V. Mosby Company, 1958. Price $13.75. 


Viral Encephalitis. A Symposium, Fifth Annual Scientific 
Meeting of the Houston Neurological Society. Compiled and 
Edited by William S. Fields, M.D., Professor and Chairman, 
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fessor and Chairman, Department of Pediatrics, Baylor Uni- 
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By John B. Dillon, M.D., Professor of 
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ee and Obstetrics, University of Kansas Medical 

enter. American Lecture Series No. 325. 70 pages. Spring- 
fields Ill.: Charles C. Thomas, Publisher, 1958. Price $2.75. 
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Craig & Faust’s “Clinical Parasitology” 


By Ernest C. Fause, Ph.D., Department of Tropical 

Medicine and Public Health, Tulane University 

School of Medicine; Paul Farr Russell, M.D., The 

Rockefeller Foundation. Sixth edition, 1,078 pages 

with 346 illustrations. Philadelphia: Lea & Febiger, 

1957. Price $15.00. 

For those interested in parasitology, the sixth edi- 
tion of this American classic on clinical parasitology 
needs no further recommendation. For twenty years 
this book has been the standard textbook on parasi- 
tology, first initiated by Colonel Craig, an outstanding 
parasitologist, and carried on by one of equal note. 

The subsequent editions have, of course, kept 
abreast of advances in parasitology, and this new 
edition brings the topics up to date. For the physi- 
cian needing a textbook in this field, the reviewer 
would say this is the one. 


The Physician’s Own Library 


By Mary Louise Marshall, Librarian, Tulane Uni- 
versity. American Lecture Series. 83 pages. Spring- 
field, Ill.: Charles C. Thomas, Publisher, 1957. 
Price $3.00. 

This interesting littke book is written by an out- 
standing librarian who knows doctors well and their 
reading habits. The reviewer would like to recom- 
mend this book for the younger practicing physician, 
who still has much of his professional life to live. 


Ihe author offers valuable suggestions on how to . 


plan one’s personal medical library in terms of 
money to be spent, books and journals to be pur- 
chased, indexing and the like. Most physicians, as 
they succeed in practice will increase their library 
or subscribe to journals in a haphazard fashion with- 
out thought for a rounded-out library. It is for one 
early in his career that this small book will be most 
valuable. 


Problems of Consciousness. Transactions of the 

Fifth Conference, March, 1954 
Edited by Harold A. Abramson, M.D., Assistant 
Clinical Professor of Physiology, Columbia Univer- 
sity College of Physicians and Surgeons. 180 pages. 
New York: Josiah Macy, Jr. Foundation, 1955. 
Price $3.50. 


This book is a chronicle of the fifth and last con- 
ference on the problems of consciousness, and it is 
written, ostensibly, as the participants spoke their 
views. It is a multidisciplinary group, and the parti- 
cipants include Roy Grinker, Margaret Mead, M. F. 
Ashley Montagu, the late Frienda Fromm-Reichmann, 
and Harold Abramson, who edited the work. There 
are many others. 

This reviewer found the section on Anxiety par- 
ticularly interesting, and it is here that the schisms of 
the various disciplines are fully aired, and where the 
real efforts for a unified understanding are most 
striking. 


Of course there are no earth-shaking conclusions. 
However, the real value of such a book lies in the 
EFFORT to communicate knowledge from one realm 
of scientific endeavor to another and it is a noble step 
in interdisciplinary understanding. 

It is felt that this book will be relished by those 
interested in the great problem of scientific inter- 
communication. The scholarly participants provide 
absorbing, interesting, and challenging points of view. 


Physiology of Prematurity. Transactions of the 
First Conference, March, 1956, Princeton, N. J. 

Edited by Jonathan T. Lanman, M.D., Department 

of Pediatrics. New York University-Bellevue Medical 

Center. 139 pages. New York: Josiah Macy, Jr. 

Foundation, 1957. Price $3.25. 

This book covers the first of five yearly Macy Con- 
ferences on Prematurity which was held in March 
1956. As a transcript of a round-table discussion, the 
book lacks complete continuity but this is compensated 
for to a great extent by the stimulating ideas and dis- 
cussions they provoke. The first section covers fetal 
and maternal endocrinology, with discussion led 
principally by Dr. Jonathan Lanman, who has had the 
opportunity to work in Sweden with human embryos 
of various gestational ages. The second section covers 
fetal and placental circulation in late pregnancy, and 
this discussion is principally led by Dr. Geoffrey Daws 
who has studied these relationships extensively in 
sheep. 

The value of this type of conference and its tran- 
script in such a book as this lies not so much in the 
answers it gives, but in the questions it raises which 
are as yet unanswered, and directs the attention of 
the investigator in these fields toward the possible 
attacks on their solutions. This little book serves this 
purpose well. 


Skin Surgery 
By Ervin Epstein, M.D., Assistant Clinical Professor 
of Medicine, Dermatology, Stanford University 
Medicai School. 223 pages, 242 illustrations. Phila- 
delphia: Lea and Febiger, 1956. Price $7.50. 
The dermatologist is in the unique position of being 
able to use medical, surgical or radiologic technics for 
the treatment of his patients. This book is concerned 
with the surgical aspect of dermatologic therapy. 
Many chapters are excellent, particularly the ones on 
scapel surgery and electrosurgery. A great deal of 
space is devoted to plastic surgery and particularly to 
skin grafting. One would wonder how much of this 
would be feasible for a practicing dermatologist to 
undertake, as the dermatologist’s surgical procedures 
are nearly entirely on an outpatient basis. It will be 
found useful, however, in concisely explaining what 
can be done, with excellent explanatory photographic 
illustrations. However, most dermatologists would 
prefer to leave this to their surgical colleagues. The 
book is well edited and fills a real need, though much 
Continued on page 1084 
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of the material would be beyond the knowledge or 
ability of the dermatologist. 


A Textbook of Histology 


By Alexander A. Maximow, Late Professor of 
Anatomy, University of Chicago; and William 
Bloom, Professor of Anatomy, University of Chicago. 
Seventh edition, 600 pages, 1,082 illustrations. Phila- 
delphia: W. B. Saunders Company, 1957. Price 
$11.00. 


The seventh edition of this widely used textbook 
has been brought out with careful regard to the newer 
developments in microscopic structure of tissues as re- 
vealed by the many histological methods for study 
with the light microscope plus those revealed in the 
recent rapidly growing field of electron microscopy. 
As should be so in any histology book the text is 
profusely illustrated, with over a thousand well chosen 
and clearly reproduced figures, about one-fourth of 
them in color. Results obtained with phase micros- 
copy are discussed and illustrated also. The author 
acknowledges in the preface the help of a number of 
competent anatomists who have written or edited 
portions of the text, but the text still represents the 
unified point of view of Dr. Bloom. 


Much newer knowledge of cytochemistry has been 
included and the function of tissues has been brought 
into discussions of pure morphology as is proper in 
such a text. From the standpoint of the student who 
is just beginning the study of medicine there are many 
details beyond his experiences, but the author has at- 
tempted to tie this in with the background of the 
student. From the teacher's standpoint there are 
many choice details from research to fill in his ex- 
perience in the many fields an anatomist attempts to 


cover. References to original work are conveniently’ 


placed at the end of the chapters. 

In reading the text it is apparent that some of the 
accounts are superior to others and this is to be ex- 
pected. The writing is for the most part clear and 
understandable but requiring in some instances the 
experienced mind to grasp. For the student, however, 
being introduced to histology for the first time there 
is a good elementary story to be gained which can be 
increased and added to from rereading as the ex- 
perience of the student increases. 


Kaposi's Sarcoma. Multiple Idiopathic 
Hemorrhagic Sarcoma 

By Samuel M. Bluefarb, M.D., Associate Professor of 

Dermz2sology, Northwestern University Medical 

School. 166 pages. American Lecture Series. 

Springfield, Ill: Charles C. Thomas, Publisher, 

1957. Price $5.50. 

This book is one of a series of studies on the 
cutaneous manifestations of the reticulo-endothelial 
system of diseases. Dr. Bluefarb has performed a 
service to those interested in this disease in compiling 
for the first time all the known facts related to 
Kaposi's sarcoma. The text follows the conventional 
pattern of etiology, pathology, symptoms, prognosis, 
differential diagnosis and treatment. Although the 
cutaneous manifestations are emphasized, a good por- 
tion of the book deals with involvement of the internal 
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organs, the association of Kaposi's sarcoma with other 
diseases and lymphomas. 


The author has had an intense interest in the 
reticulo-endothelial diseases. This wide experience is 
reflected in his handling of the subject matter and 
the manner in which he has gone into every facet of 
this condition and related subjects. The bibliography 
indicates a tremendous amount of effort for which the 
author should be given due credit. The book does 
not offer any new ideas in treatment but it does 
compile all the prevalent treatments and the value of 
each. 

The book is highly recommended as an authoritative 
source of reference on a disease of diverse manifesta- 
tions. 


Extensile Exposure 


By Arnold K. Henry, M.B., Dublin; M.Ch. (hon.), 
Trinity College, Dublin and Cairo, F.R.C.S.I. Second 
edition, 308 pages. Baltimore: The Williams and 
Wilkins Company, 1957. Price $10.00. 


The appearance of the first edition of “Extensile 
Exposure” by Henry in 1945 was of considerable 
interest to all the branches of surgery concerned with 
exposure of structures of the extremities. After 
numerous reprintings, the second edition has now ap- 
peared and deserves comment. Readers of the first 
edition will recall that the author's style is graphic 
and is spiced by numerous pungent quotations and 
descriptive terms which tend to clarify his advice. The 
strength of the book depends upon the development 
of logical concepts of safe surgical exposure, most of 
which are capable of being extended if the necessity 
appears. The second edition contains an extensive 
amount of new material and thereby broadens the 
interest of the book. 


The book does not lend itself to quick spot refer- 
ence. It requires careful, detailed perusal. While 
several excellent books have appeared in the past few 
years which offer the “atlas” type approach to sur- 
gical exposures, Henry’s unique approach is more 
likely to develop in the surgeon a concept of surgical 
exposure which is safe, adequate, and easily recalled. 


This book is more like a good geography text rather 
than a road map. If it is first read with care and 
diligence, it will probably gather no dust. It is par- 
ticularly recommended for surgeons who are interested 
in the new technics for vascular surgery of the ex- 
tremities since the functional result in each patient 
is dependent upon safe access to and adequate visuali- 
zation of the involved structures. The reader will un- 
doubtedly get the impression that the author has not 
confined himself to the subject of surgical exposure. 
He has injected his own experience regarding the 
treatment of compound fractures, the use of bipp 
(bismuth, iodoform and paraffin) in septic wounds, 
and many other concepts not entirely germaine to the 
subject. These added features do not detract but 


rather leave the impression that Henry cannot con- 
sider the subject of surgical exposure as an anatomic 
demonstration alone, insisting that the student agree 
that the surgical art can be a vital, exciting affair, 
worthy of the best conceived technics. 


This book can be recommended to the experienced 
surgeon and the neophyte alike. 


|| 
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Biology of the Treponematoses 


By Thomas B. Turner and David H. Hollander. 
World Health Organization: Monograph Series No. 
35. 278 pages. New York: Columbia University Press, 
1957. Price $6.00. 


To those interested in the interrelationships of the 
diseases syphilis, yaws, pinta and related diseases, this 
monograph on the recent immunologic and compara- 
tive studies of the several treponemes involved will 
prove stimulating reading. The comparative studies 
which have been made are fascinating and enlighten- 
ing. Obviously it is a publication of interest only to 
the student of the treponemal diseases. 


Current Surgical Management 
Edited by John H. Mulholland, M.D., Edwin H. 
Ellison, M.D., Stanley R. Friesen, M.D. 478 pages. 
Philadelphia: W. B. Saunders Company, 1957. 
Price $10.00. 


It is indeed a rare thing when a unique book ap- 
pears in the present-day publisher’s list. This cer- 
tainly qualifies as unique. It is essentially a forum 
covering a wide range of subjects. The opinions of 
various authorities are given on each subject, and these 
opinions are frequently widely divergent. 


The editors have selected some of the most con- 
troversial subjects in modern-day surgery. There are 
twenty-eight chapters, and each topic is dealt with 
separately, This is the first step in what will probably 
be a new era in book writing. The texts have been 
devoted to didactic thinking for years, but for the 
first time there is argumentative material presented 
in a book form. Material is presented with which the 
reviewer is in whole-hearted agreement, and, similarly, 
other material with which he finds no common 
ground. This same experience will come to the 
critical reader, but it will be educational and interest- 
ing. 

This book is for the mature but not over-ripe 
surgeon. It is for one who feels that there is still 
something he might learn in the management of 
diseases and disorders he has treated for years. It is 
not a book for medical students or internists, for it 
reflects the interfamily arguments that make for better 
surgical care. 


A New Approach to Figure Drawing 


By Leopold Caligor, Ph.D., American Lecture Series. 
135 pages. Springfield, Ill.: Charles C. Thomas, Pub- 
lisher, 1957. Price $4.50. 


From the time of the cave man, figure drawings 
have been used as a mode of communication between 
men, and as a vehicle through which an individual 
could express his inner self. The ability of these draw- 
ings to reveal personality has been recognized by psy- 
chologists for many years but lacked a formulation or 
framework which could be used as a basis for syste- 
matic clinical application. 


The author’s experience with human figure draw- 
ings led him to feel that the riches of material hinted 
at could be much more valuably used if it could be 
spelled out further, since the single drawing left so 
many questions unanswered. In 1947, the author began 
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to realize that a series of interrelated drawings might 
answer some of these questions. As a result of much 
experimentation, a method of obtaining a series of 
drawings was evolved. After a subject had completed 
his drawing the author placed a transparent sheet of 
paper over the drawing and asked him, again, to make 
a drawing of a person. This provided the subject with 
the opportunity to add to, subtract from, to change or 
leave alone his original drawing. This was repeated 
seven times; each drawing in the series was a function 
of the immediately preceding one. This has remained 
the basic draft of the eight card redrawing test 
(8CRT); it is simply a series of eight interrelated 
drawings. 

The present volume has developed out of continued 
experience with the test. The author's intent is three- 
fold: (1) to describe each of the test’s scoring dimen- 
sions in detail; (2) to formulate a tentative definition 
of each dimension’s personality implications; and (3) 
to demonstrate to the experienced clinician how the 
integration of the presently delineated structural di- 
mensions and cumulative, interrelated graphic content 
can yield a personality picture. 


Surgeons All 


By Harvey Graham, M.D. 443 pages. New York: 

Philosophical Library, 1957. Price $10.00. 

This is a most interesting book which covers the 
development of surgery as a specialty. As can well be 
imagined, the material must be covered in a very 
sketchy and hasty fashion, but to do the author 
justice, it is amusing and entertaining. Some of the 
descriptions of the Egyptian and Grecian surgeons at 
work are graphic in their detail and fascinating in 
their concept. 

The development of the French, British, and Scottish 
schools of surgery is gone into carefully, with em- 
phasis on the special contributions of Harvey, the 
Hunters, and Lister. There is a rather meticulous 
report on the “resurrectionists” in England, Scotland, 
and Ireland. These forerunners of our present “gangs” 
were every bit as vengeful and imaginative as their 
more modern successors. The vivid descriptions of 
their activities are a good topic for the capabilities of 
the author as a descriptive historian. 


All in all it is an entertaining and instructive book. 
It will give a real feeling of obligation to the prac- 
titioner of surgery today, as well as giving to any 
reader several good laughs and much information. 
It is an excellent book for the student or practitioner 
of medicine and has interest for those who are in- 
terested in the various fringe medical sciences. 


Gastro-Intestinal Obstruction 

By Meyer O. Cantor, M.D., Associate Attending 

Surgeon, Grace Hospital; and Roland P. Reynolds, 

M.D., Chief of Surgery, Grace Hospital, Detroit. 

547 pages. Baltimore: The Williams & Wilkins 

Company, 1957. Price $18.00. 

This book carries much of the same material that 
is presented in other texts of similar title. There are 
a few things that make it outstanding as a reference 
volume. The abundance of excellent illustrations 
makes it easy to read and to interpret the text into 
the anatomic and x-ray picture of the clinical case. 
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These are good and plentiful. There is an excellent 
but brief discussion on the anatomy and physiology 
of the gastrointestinal tract in particular, as related to 
the phenomena associated with obstruction. 


One of the best chapters of the volume is on fluid 
and electrolyte balance. This is reduced to its simplest 
form and can readily be understood even by your 
reviewer. The basic needs of the average patient are 
outlined, and in addition, the effect of various other 
factors such as age, nutritional disturbances, and 
vomiting of considerable duration are enumerated. 
As one might expect there is an excellent report on 
the use of the long intestinal tube in the management 
of obstruction, but the author is not overenthusiastic 
in his description of its role. 

Probably the single weakness of the book is that 
some phases of the study are dealt with sketchily, but 
an excellent bibliography is furnished with the obvious 
intent that the reader may pursue the matter further 
if detail is desired. There is a discussion of the surgi- 
cal management of the obstructed patient, but more 
emphasis is placed on the selection of the patient for 
surgery than on the technical aspects of the surgery 
which may prove necessary. 

This book is designed for the general practitioner, 
the internist, and the teacher. It would not be of 
particular value to the practitioner of surgery or the 
student of medicine. It is concise and readable. 


Stedman’s Medical Dictionary 
Edited by Norman Burke Taylor, V.D., M.D., 
F.R.S.C., F.R.C.S. (Edin.), F.R.C.P. (Can.), M.R.CS. 
(Lond.), University of Western Ontario. Nineteenth 
revised edition, illustrated, 1,656 pages. Baltimore: 
Williams & Wilkins Company, 1957. Price $12.50. 


Rapid advances in medicine, dentistry, veterinary’ 


science, and allied fields produce new additions to the 
language, and recent progress seems to warrant a pub- 
lication of the 19th edition of this dictionary only 3 
years since the 18th was released. 

The information contained in the first 46 pages has 
been rearranged in a logical order, and expanded by 
the addition of a contents page and instructions on 
“How To Get The Most Out Of Your Dictionary.” 
The useful sections in previous editions containing 
medical etymology and the various tables in the ap- 
pendix have been retained. To these have been added 
“Proof Readers’ Marks,” and the “Nomina Anatomica” 
revised by the International Anatomical Nomenclature 
Committee in 1950, which accounts for about half of 
the number of pages increased over the 18th edition. 

Modern developments are reflected by the new terms 
added under “disease,” such as “collagen disease” (re- 
placing “collagenous diseases”), and “Mediterranean- 
hemoglobin E disease.” 

A new plate is included illustrating types of 
placenta; and many changes have been made in the 
illustrations, those corresponding to the old nomen- 
clature having been removed. Numerous pictures of 
abnormal conditions have been replaced, such as those 
of “dipygus” and “pygopagus.” 

Certain innovations suggested by reviewers of the 
18th edition have not been made, such as the removal 
of the terms “nephrauxe,” “nephremia,” “nephria,” 
etc. The definition of “mesothelioma” has not been 
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improved, and the addition of the long-accepted term 
“neurilemoma” was not included. However, it may 
be that such terms are used so rarely that readers do 
not run across these indications of obsolescence. 

Credit is due the Williams and Wilkins Company 
for the splendid format, including clear type and 
sufficient spacing to locate definitions easily, all of 
which contributes to the legibility of the volume, an 
indispensable feature of any dictionary. The flexibility 
of the binding, the thumb index, and the attractive 
forest green color with gold letters and caduceus add 
to the volume. 


Biochemical Contributions to Endocrinology 


By Sir Charles Dodds, M.V.O., Middlesex Hospital 
Medical School, London. 76 pages. Stanford, Califor- 
nia: Stanford University Press, 1957. Price $3.00. 


Limitations of time frequently prevent the practicing 
physician from acquiring a background of the discov- 
ery and evolution of the knowledge pertaining to com- 
mon substances in the therapeutic armamentarium. It 
is useful and satisfying to encounter reviews which 
summarize the steps in the development of understand- 
ing concerning such therapeutic agents and which re- 
late this knowledge directly to the use of the medicinal 
product. Sir Charles Dodds has done precisely this in 
the series of Lane Lectures. 


Following an introduction which provides an inter- 
esting background to modern biochemical research in 
endocrinology, three of the remaining four chapters 
deal with the estrogens, naturally occurring as well as 
synthetic, their structure and biologic or physiologic 
properties which make them useful in medicine and in 
agriculture. The final chapter gives an interesting ac- 
count of the discovery of aldosterone. 


These lectures are written in such manner that they 
should have wide appeal to the clinician, physiologist, 
biochemist, and laboratory worker. A selected bibli- 
ography is appended and includes references to a few 
well chosen reviews on each of the subjects treated. 

The reviewer recommends this book to the several 
groups noted above as a pleasantly readable, brief, 
authoritative discussion of a most active area of scien- 
tific research and development in endocrinology. 


The Dental Treatment of Maxillo-Facial Injuries 


By Sir William Kelsey Fry, C.B.E., M.C., M.DS. 

(Durham), D.Sc. (McGill), F.R.C.S., F.D.S. (Eng.), 

Consulting Dental Surgeon to the Royal Air Force, 

to the Ministry of Health and to the Institute of 

Dental Surgery; and Terence Ward, M.B.D., F.D.S., 

R.C.S. (Eng.), L.R.C.P.,  L.R.C.S.(Ed.), Consulting 

Dental Surgeon to the British Army and the Queen 

Victoria Hospital. Second edition, 368 pages. 

Springfield, Ill: Charles C. Thomas, Publisher, 

1956. Price $9.50. 

This is an interesting, well designed and illustrated 
volume useful to both the surgeon and dentist in- 
terested in fractures of the facial bones. It comprises 
some 365 pages concerning such cases from early 
emergency care to final definitive treatment at a high- 
ly specialized maxillo-facial center. It is obvious that 
much of the work is based on wartime experience 
with battle casualties and takes the reviewer back to 
the Italian campaign in 1943-45. Here I had the 
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privilege of seeing at first hand the excellent manner 
in which the British handled their maxillo-facial in- 
juries, often under most adverse conditions and with 
limited numbers of professional help. Emphasis there, 
as well as in this volume, was on the use and great 
advantages of silver cap splints in the care of fractures 
of the mandible and maxilla. Such splints doubtless 
have their place in the hands of those versed in the 
technic of their use and with facilities available. How- 
ever, to my knowledge the use of this method of im- 
mobilization has not found widespread favor in this 
country. Considerable space in this volume is de- 
voted to a description of this technic. 

There are excellent discussions of the many and 
varied types of mandibular fractures and optional 
methods of handling them. Especially excellent is 
their conservative attitude toward condylar fractures 
and dislocations as well as their approach to 
edentulous posterior fragments. Chapters on midface 
fractures are concise and well illustrated. A brief but 
worthwhile discussion of radiology of the region is in- 
cluded, as are chapters on general systemic consider- 
ations, soft tissue damage and repair, nutrition, 
anesthesia, bone healing and bone grafting as well as 
dental prostheses. 

While of value to the surgeon interested in this field, 
this volume is written primarily for the dentist. 


May’‘s Manual of the Diseases of the Eye 


Revised and Edited by Charles A. Perera, M.D., As- 
sociate Clinical Professor, College of Physicians and 
Surgeons, Columbia University. |Twenty-second 
edition, 491 pages. Baltimore: The Williams and 
Wilkins Company, 1957. Price $6.00. 

This well-known textbook is published in a new 
edition after an interval of four years. This was a 
period in which important contributions to the field 
of ophthalmology have been made. Further under- 
standing of the physiology, the diagnosis and _ treat- 
ment of glaucoma have occurred. Information regard- 
ing the contributing factors in retrolental fibroplasia 
has been gathered. These and other additions are in 
this volume. Thirty-two color plates illustrating the 
appearance of external diseases and fundus abnormal- 
ities are included in the 398 figures. The ocular re- 
quirement for entry into various branches of the 
armed services make up the appendix. This book is 
recommended as a valuable inexpensive reference to 
any medical bookshelf. 


Management of Complications in Eye Surgery 


Edited by R. M. Fasanella, M.D., Chairman of Sec- 
tion of Ophthalmology, Yale University School of 
Medicine. 408 pages. Philadelphia: W. B. Saunders 
Company, 1957. Price $16.00. 

The editor of this book has obtained the services 
of many of the country’s outstanding ophthalmic 
surgeons in composing its chapters. Ophthalmic 
surgery is a meticulous business with each step in the 
procedure having specific significance in a successful 
outcome. In this volume the preventive measures of 
dealing with surgical complications are stressed and 
rightly so. Many ophthalmic surgical errors are ir- 
reversible. Postoperative medical and surgical treat- 
ment as well as irradiation procedures are discussed. 
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There is a definite need for a volume of this type in 
the library of the ocular surgeon. 


The Glaucomas 


By H. Saul Sugar, M.D., Assistant Professor in 
Ophthalmology, Wayne University Medical School. 
Second edition, 497 pages. New York: Paul B. 
Hoeber, Inc., 1957. Price $13.50. 


The subject of glaucoma should be of interest to all 
physicians inasmuch as it is the most common cause 
for blindness in the United States and is found in 2 
per cent of the population over 40 years of age. This 
edition follows the first after an interval of six years. 
Much has been learned in this period regarding the 
physiology, diagnosis and treatment of glaucoma. The 
author has revised it in light of these important 
changes. This book covers the entire subject from 
history through anatomy, physiology and pathology to 
diagnosis and treatment, both medical and surgical. 
The illustrations, tables and figures are adequate. 


Fun Comes First for Blind Slow-Learners 

By Mildred B. Huffman, M.A., California School 

for the Blind. 152 pages. Springfield, Ill: Charles 

C. Thomas, Publisher, 1957. Price $5.00. 

An increasing awareness of the special needs in the 
education of exceptional children is developing 
throughout the country. An outgrowth of this reali- 
zation prompted the Southern Regional Council of 
Education to establish a coordinated effort among 
the Southern States to supply this need. The physi- 
cian practicing in the southern areas should know of 
this program and of the measures available in aiding 
it. 

This book describes the experiences of a primary 
grade teacher of mentally handicapped children. She 
analyzes her observations and renders them under- 
standable and applicable for the reader. It is recom- 
mended for teachers of exceptional children and for 
physicians having a special interest in this phase of 
pediatrics. 


Human Blood Coagulation and Its Disorders 


By Rosemary Biggs, B.Sc., Ph.D., M.D. (Lond.) 

Graduate Assistant in Department of Pathology, 

Radcliffe Infirmary, Oxford; and R. G. MacFarlane, 

M.A., M.D.(Lond.) F.R.S., Radcliffe Lecturer in 

Haematology, University of Oxford. Second edition, 

470 pages. Springfield, Ill.: Charles C. ‘Thomas, 

Publisher, 1957. Price $8.50. 

Drs. Biggs and MacFarlane have in this second edi- 
tion of their excellent text, Human Blood Coagulation 
and its Disorders, very adequately reviewed the 
progress in research on blood coagulation which has 
been made during the past four years since the pub- 
lication of their well received first edition. Few re- 
searchers in the field of blood coagulation have had 
the extensive opportunity and clinical experience of 
these authors and similarly few have the pleasing 
ability of so carefully and clearly describing the 
fundamental processes, problems and eventual pit- 
falls in blood coagulation and its diseases. The major 
changes found in this edition concern the separation 
of Christmas disease from haemophilia and the use 
of the thromboplastin generation test in the diagnosis 
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and prognosis of clotting defects. This volume is 
clearly intended for critical use by the hematologists 
and those primarily interested in blood coagulation 
but its lucidity and readability make it well worth- 
while reading for all physicians who are concerned 
with aspects of human physiology and disease. 


A Textbook of Pathology 


By E. T. Bell, M.D., Emeritus Professor of Path- 

ology, University of Minnesota. Eighth edition, with 

545 illustrations and 5 color plates, 1,003 pages. 

Philadeiphia: Lea & Febiger, 1956. Price $14.50. 

The fact that this book is now in its eighth edition 
attests to its popularity and its widespread use in the 
past. This has been a textbook for the undergraduate, 
for the graduate student and for the practicing physi- 
cian. Because of the rapid accumulation of medical 
knowledge, additions and alterations have needed to 
be made for this edition in the field of the anemias, 
hemorrhagic diseases, renal diseases and the like. This 
is the same well-written and well-illustrated textbook 
by a well-known retired professor of pathology. With 
the alterations made necessary by the accumulation 
of new knowledge, it stands as one of the outstanding 
textbooks of pathology of this country. 


The Lung As a Mirror of Systemic Disease 

By Eli H. Rubin, M.D., Professor of Clinical Medi- 

cine, Albert Einstein College of Medicine, Yeshiva 

University. 282 pages. Springfield, Ill.: Charles 

C. Thomas, Publisher, 1956. Price $12.50. 

As the name implies, the thesis of this book is that 
systemic disease frequently has manifestations in the 
lung as shown by the x-ray film. The contents of the 
book consist of discussions of the various diseases 
which may present pulmonary manifestations, with 
here and there case reports of typical instances of 
such diseases, in addition to a great number of very 
good illustrations. Most of these are reproductions of 
roentgenograms although there are numerous illustra- 
tions of microscopic pathologic changes in tissues, and 
some occasional photographs of other things, as skin 
diseases for example. The book is well written, and 
as indicated, amply illustrated, and all in all provides 
an excellent reference book. 


An Atlas of the Commoner Skin Diseases 


By Henry C. G. Semon, M.A., D.M. (Oxon.), F.R.C.P. 

(Lond.). Consulting Physician for Diseases of the 

Skin and former Lecturer to Postgraduates, Royal 

Northern Hospital. Fifth edition, 371 pages, il- 

lustrated. Baltimore: The Williams and Wilkins 

Company, 1957. Price $20.00. 

This is the fifth edition of a British Atlas first pub- 
lished in 1934. It is well illustrated with 153 color 
photographs. There is the usual complaint however 
of rather poor color reproduction in many of the 
plates. This is the rule rather than the exception in 
color Atlas’ of skin disorders. A short synopsis of each 
disease portrayed is given opposite the appropriate 
plate. The value in diagnosis by photographs is to be 
doubted in many instances, but in some cases it will be 
of considerable value. The suggestions for treatment 
are only fair and some would be considered im- 
practical or outdated by most American dermatolo- 
gists. The range of diseases covered is very good and 


SOUTHERN MEDICAL JOURNAL 


AUGUST 1958 


the book can be recommended with the aforemen- 
tioned reservations. 


The Diagnosis and Treatment of Pulmonary Tuberculosis 
By Paul DuFault, M.D., Medical Director of the 
Rutland State Sanatorium, Massachusetts. Second 
edition, 415 pages, with 162 illustrations. Phila- 
delphia: Lea & Febiger, 1957. 

This small book provides a quick review of tubercu- 
losis, its diagnosis, including laboratory diagnosis and 
its management. Because of its brevity it cannot pro- 
vide the details which one might desire in some sec- 
tions of the volume, but all in all as a quick reference 
work it certainly has its place. 


An Atlas of Anatomy 

By J. B. Boileau Grant, M.C., M.B., Ch.B., F.R.C.S. 

(Edin.), Professor of Anatomy in the University of 

Toronto. Fourth edition. Baltimore: The Williams 

and Wilkins Company, 1956. Price $15.00. 

This volume is what the name implies. It is not 
a book on descriptive anatomy but consists instead of 
merely a series of beautiful anatomic illustrations, of 
the various organs, extremities, and other parts of the 
body. Its applied use obviously is that for quick ref- 
erence work, and for this it is extremely well done. 


Leal 


By E. Graeme Robertson, M.D. (Melb.), F.R.C.P., 

F.R.A.C.P. Royal Melbourne Hospital and Royal 

Children’s Hospital. 470 pages. Springfield, Ill.: 

Charles C. Thomas, Publisher, 1957. Price $14.50. 

Clearly and economically written, this book is highly 
readable. The subject is exhaustively considered and 
beautifully illustrated. Particularly interesting are the 
sections on dynamics and technic. Medical writing of 
this caliber is all too rarely encountered. An example 
of British authorship at its best, it is the outstanding 
book on its subject to date. 


A System of Ophthalmic Illustration 


By Peter Hansell, M.R.CS., F.R.P.S., F.B.P.A., Direc- 
tor of the Departments of Photography and Illustra- 
tion, Institute of Ophthalmology and Westminster 
Medical School, University of London. American 
Lecture Series. 111 pages. Springfield, Ill.: Charles 
C. Thomas, Publisher, 1957. Price $5.75. 


Retinal photography has achieved a perfection which 
seems unlikely to be surpassed for some years to come, 
though it leaves much to be desired, for though real- 
ism is imparted, the profusion of detail may prove 
distracting. The artist on the other hand can be selec- 
tive in providing ophthalmoscopic appearances, elimi- 
nating transient reflexes and mild opacities. He can 
present a view broader than that accepted by the fun- 
dus camera. The camera that presents actual and accu- 
rate serial records probably carrying more conviction 
than successive drawings of the progress of a disease; 
the artist is, however, able to reproduce a field with 
extraordinary accuracy. The fact remains that, under 
reasonable conditions, a fundus photograph and a fun- 
dus drawing will tally very closely, and it is a simple 
matter to build a set of color transparencies illustrat- 
ing typical clinical appearances from both drawings 
and photographs. This combination represents the best 
that illustration can offer today. 
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Compared to control patients, those receiving Nilevar 
(brand of norethandrolone) have repeatedly demon- 
strated more rapid and more complete recovery from 
serious acute illness and increased comfort and well- 
being in chronic illness. 

A multitude of case histories are now adding indi- 
vidual clinical color to the earlier controlled investiga- 
tions which defined the actions of Nilevar as an effec- 
tive aid in reversing negative nitrogen balance and in 
building protein tissue. 

In typical case reports such gratifying comments as 
these appear: 


Underweight —‘“‘Appetite considerably increased 
within one week. Sense of well-being and vigor in- 
creased along with increased appetite.” 


Prematurity (Birth weight: 2 pounds, 4 ounces) — 
“Gradual improvement in appetite and capacity for 
formula. . . . Excellent progress and weight gain for a 
very immature infant.” 
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IN DEBILITATING DISEASE 


Patients receiving 


NILEVAR 


Eat more... 
Feel better... 
Recover faster 


Carcinoma of the Uterus —“Within four days appe- 
tite became excellent, took full diet. ... More ambition 
while on Nilevar. Enjoys life. Takes part in church and 
other social affairs.” 


Third Degree Burn —“. . . soon began eating all that 
was offered. . . . Began to show signs of hope for re- 
covery. ... Perhaps one of the greatest changes was in 
the appearance of his wounds which were so very 
much improved.” 

The dosage is 25 to 50 mg. daily for adults. For 
children the daily dosage is 1 mg. per kilogram of body 
weight; this dosage should be reduced to 0.5 mg. daily 
if given to prepuberal children for more than ten days. 

Nilevar is supplied in tablets of 10 mg. and ampuls 
of 25 mg. (1 cc.). 


G. D. Searle & Co., Chicago 80, Illinois. Research 
in the Service of Medicine. 
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Appalachian Gall North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conva- 
lescence, drug and alcohol habituation. 

Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 
Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 
single or en suite. 

Wan. Ray GrirFIn, Jr., M.D. Mark A. GriFFIN, M.D. 
Ropert A. GrirFin, M.D. A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, Asuevitte, N. C. 


BRAWNER’S SANITARIUM 


ESTABLISHED 1910 
SMYRNA, GEORGIA 
Suburb of Atlanta 


Jas. N. BRAWNER, JR., M.D. ALBERT F. BRAWNER, M.D. 
Medical Director Associate Director 
For the Treatment of 
Psychiatric Illnesses and Problems of Addiction 


Member 
Georcia HospiTaL ASSOCIATION, AMERICAN HosPITAL ASSOCIATION 
NATIONAL ASSOCIATION OF PRIVATE PsycHIaTRIc HosPITALs 


P.O. Box 218 HEmlock 5-4486 
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in clinical Use more than 32 joo anc wicely oregeribed 
resistance ja! agents. Been no evidence that 


rthtal Suppositories ate for eye; and nose. 
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antibiotic therapy 


SWIFT PATIENT RECOVERY 
WITH EXCELLENT TOLERATION 


COSA-TETRACYN* 
glucosamine-potentiated tetracycline 
Capsules (black and white) 250 mg. and 125 
mg.; Oral Suspension (orange flavor), 125 mg. 
per 5 cc. teaspoonful. 


COSA-TETRASTATIN* 
glucosamine-potentiated tetracycline with nystatin 
Capsules (pink and black) 250 mg. Oral Sus- 
pension (orange-pineapple flavor), 125 mg. 
tetracycline, 125,000 U. nystatin per 5 cc. 
teaspoonful. 


COSA-TERRAMYCIN* 
oxytetracycline with glucosamine 
Capsules (yellow) 250 mg. and 125 mg. Oral 
Suspension (peach flavor), 125 mg. per 5 cc. 
teaspoonful. 


COSA-SIGNEMYCIN* 


triacety! in and gluc ine-potentiated tetracycline 


Capsules (green and white) 250 mg. and 125 
mg. 


a 


Feb.) 1958. 3. Nathan, L. 


tibet ic Med. & Clin. ‘Pherapy 


Notes J April) 105s. Ce 


(May) 1958 


PUT MORE ANTIBIOTIC TO WORK—FASTER—WITH 
INRESEARCH: 
and Barsky, S.:-Antibiotic Med. & Clin. Therapy. 
and Bradles, W Antibiotic Med. & Clin, Therapy 
| 
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TAKE A NEW LOOK AT FOOD 
ALLERGENS-TAKE A LOOK 
AT NEW DIMETANE 


In a recent 140-patient study' pDIMETANE gave “‘more relief or was superior to other anti- 
histamines,” in 63, or 45% of a group manifesting a variety of allergic conditions. Gave 
good to excellent results in 87%. Was well tolerated in 92%. Only 11 patients (8%) 
experienced any side reactions and 5 of these could not tolerate any antihistamines. 


DIMETANE Extentabs (12 mg. each, coated) provide antihista- 
mine effects daylong or nightlong for 10-12 hours. Tablets (PARABROMDYLAMINE MALEATE) 
(4 mg. each, scored) or pleasant-tasting Elixir (2 mg-/5 hei. { 


may be prescribed ti.d. or q.id., or as supple- ime ne 


mentary dosage to Extentabs in acute allergic 
ZZ 
20, Virginia. Ethical Pharmaccuticals of Merit Since 1878. EXTENTABS® e TABLETS e ELIXIR 


situations. A. H. ROBINS CO., INC., Richmond Za 
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The Later Years... 


And the Need For 
Adequate Nutrition 


VITA-FOOB 


Rs yeast 


The life man has been extended 


span of 
through improved diet, sanitation and medical 
care. Old age is no longer defined in terms of 
years but in the degree of useful activity. 


Ihe purpose of the researcher, the physician 
and the nutritionist is to extend useful life and 
to reduce the period of physical dependency. 
Nutrition preceding and accompanying this 
period plays a very important role in the pur- 
suit of this aim. 

Through lack of knowledge of the principles 
of nutrition, established incorrect eating habits 
or physical disability the older person often 
steers clear of the very dietary factors necessary 
for his well-being. 

It is not uncommon, for example, to find in 
older people evidence of subclinical vitamin de- 
ficiency, particularly of the B complex. Lack of 
vitamin B complex factors give rise to gastro- 
intestinal, neurological and metabolic disorders. 
McCarrison has observed “functional and de- 
generative changes in every tissue in the body.” 

Too, the need for protein at all ages is well 
established. Proteins are essential for repair 
within the body, for nitrogen equilibrium and 
for maximum efficiency. 

VITA-FOOD Genuine Brewers’ Yeast is an 
excellent adjunct to the daily diet. For it sup- 
plies in economical form the entire vitamin B 
complex, parts of which are of particular in- 
terest to older persons; high grade nutritionally 
complete protein—more readily digested and 
possessing high biological value when compared 
with proteins from other sources. 


VITA-FOOD 


GENUINE 
BREWERS’ YEAST 
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When he sees it engraved 
on a Tablet of Quinidine Sulfate 
he the assurance that 
the Quinidine Sulfate is produced =f. 
from Cinchona Bark, is alkaloidally 
standardized, and therefore of 
unvarying activity and*quality. 


‘When the physician writes “DR” 
‘(Davies, Rose) on his prescriptions 
‘for Tablets Quinidine Sulfate, he is 

assured that this “quality” tablet 
is dispensed to his patient. 


Rx Tablets Quinidine Sulfate Natural 
Gram (or 3 grains) 

"Davies, Rose 

Clinical samples sent to physicians request 
Davies, Rose Company, Limited 
Boston 18, Mass. 


= = ¢ 
significance 
physician. 
is the symbol 
a 
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“‘THERE'LL BE A GOOD REPORT SOON!” 


(PANTOTHENYL ALCOHOL, WARREN-TEED) 


to prevent or relieve 
POSTOPERATIVE RETENTION 
OF FLATUS AND FECES 


Surgical stress appears to increase the physiologic requirement 
for pantothenic acid, an important component of Coenzyme A 
required for acetylation of choline and normal peristalsis. Ilopan 
safely augments the pantothenic acid level in time of post-surgical 
need—is well tolerated when given intramuscularly — may be 
routinely administered by the nurse. Its high solubility permits 
effective dosage in concentrated form. 


HOW SUPPLIED: 2cc. (500 mg.) ampuls and 
WARREN-TEED 10 cc. (250 mg. per cc.) vials 


THE WARREN-TEED PRODUCTS COMPANY 
E COLUMBUS 8, OHIO 


Armactuic® Dallas Chattanooga los Angeles Portland 
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Alseroxylon less toxic than reserpine 


‘*...alseroxylon is an antihypertensive agent 
of equal therapeutic efficacy to reserpine in 
the treatment of hypertension, but with 
significantly less toxicity.” 
Ford, R.V., and Moyer, J.H.: Rauwolfia Toxicity 
in the Treatment of Hypertension: Some Observa- 
tions on Comparative Toxicity of Reserpine, a 
Single Alkaloid, and Alseroxylon, a Compound Con- 


taining Multiple Alkaloids, Postgrad. Med., Janu- 
ary, 1958. 


just two tablets 


at bedtime 


Rauwiloid 


(alseroxylon, 2 mg.) 
for gratifying 
rauwolfia response 


virtually free from side actions 


When more potent drugs are needed, prescribe A 


Rauwiloid® + Veriloid® 
olseroxylon | mg. and alkavervir 3 mg. 


for moderate to severe hypertension. 
Initial dose 1 tablet t.i.d., p.c. 
Rauwiloid® + Hexamethonium 
alseroxylon | mg. and hexomethonium chloride dihydrate 250 mg. 
in severe, otherwise intractable hypertension. 
Initial dose 2 tablet q.i.d. 


Both combinations in convenient single-tablet form. 


LOS ANGELES i 
| 


which women... 


and when... 


need 


iron therapy? 


Many clinicians agree that the normal woman of 
child-bearing age requires iron therapy for a month 
or six weeks of each year. 


Iron-deficiency anemia, usually identified as 


Formula: Each fluidounce contains: hypochromic microcytic anemia, is seen in most age 
lron peptonized ........ 420 j 
groups, from the adolescent to the senior members. 
Manganese citrate, soluble . 158 mg. 
Thiamine hydrochloride .. . 10 mg. 

} eo. eee 10 mg. For the treatment of these common anemias, 

(derived from Cobalamin conc.) Livitamin offers peptonized iron—virtually 

Nicotinamide ........ 50 meg. 
Pyridoxine hydrochloride . . 1 mg. predigested, well absorbed, and less irritating than 
Pantothenic acid ...... 5 mg. 
———_ 2 Gm. other forms. The Livitamin formula, which 
...... contains the B complex, provides integrated 

} s 60 mg. therapy to normalize the blood picture. 


LIVITAMIN 


with Peptonized Iron 


The S. E. MASSENGILL Company BRISTOL, TENNESSEE « NEW YORK « KANSAS CITY e¢ SAN FRANCISCO 
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— 00K to peptonized iron 


CURRENT STUDIES* SHOW PEPTONIZED IRON 


One-third as toxic as ferrous sulfate. 
Absorbed as well as ferrous sulfate. 
Non-astringent. 


Free from tendencies to disturb digestion. (One-tenth 
as irritating to the gastric mucosa as ferrous sulfate.) 


More rapid response in iron-deficient anemias. 


*Keith, J.H.: Utilization and Toxicity of Peptonized Iron and Ferrous 
Sulfate, Am. J. Clin. Nutrition 1:35 (Jan.-Feb., 1957). 


LIVITAMIN 


with Peptonized Iron 


The S. E. MASSENGILL Company BRISTOL, TENNESSEE »« NEW YORK e« KANSAS CITY e SAN FRANCISCO 
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A Totally New Molecule 

e Chronic Fatigue States 
Mild Depression 
Chronic Headache 
Migraine 


for the Treatment of 


e Neurasthenia 


Behavior Problems and Learning 
Defects in Children 


lig” 
p-acetamidobenzoic acid salt of 2-dimethylaminoethanol 


Extensive clinical trials in over 2,000 patients prove ‘Deaner’ to be of 
value in the alleviation of a wide variety of emotional disturbances. 
Patients who lack in energy, are mildly depressed, and find it difficult to 
concentrate are greatly benefited by ‘Deaner’. 


REPORTS FROM INVESTIGATORS 


In medical student volunteers,‘Deaner’ In Exhaustion and Depression—In a 


produced increased daytime energy 
and attentiveness at lectures, sounder 
sleep (with a reduction in the hours 
of sleep needed), better ability to con- 
centrate on both studying and writing, 
decreased apprehensiveness prior to 
and during examinations, a more affa- 
ble mood and outspoken personality. 


1. Murphree, H. B., Jr.; Jenney, E. H., and 
Pfeiffer, C. C.: 2-Dimethylaminoethanol as a 
Central Nervous System Stimulant, Presented 
before Assoc. for Research in Nervous and Mental 
Disease, New York, Dec. 12-14, 1957. To be 
published. 


ADVANTAGES OF DEANER 


study of over 100 patients suffering 
from various psychiatric disorders, 
especially exhaustion and mild de- 
pression, the clinical effect of ‘Deaner’ 
was to increase energy and to relieve 
depression in over 70%. 


2. Lemere, F., and Lasater, J. H.: Am. J. Psychiat. 
114:655 (Jan.) 1958. 


In Learning Problems—Some of the 


children with reading problems and 
other learning defects have improved 
markedly during their treatment with 
“Deaner’. 

3. Oettinger, L., Jr.: Presented before the Ameri- 


can Encephalographic Society Meeting, Atlantic 
City, June 14, 1958. To be published. 


Effects come on gradually and are prolonged... 


Without causing hyperirritability, jitteriness or emotional tension... 
Without causing excess motor activity... 


Without causing loss of appetite... 


Without elevating blood pressure or heart rate... 
Without sudden letdown on discontinuance of therapy. 


DOSAGE: Initially, 1 tablet (25 mg.) daily in the morning. 
Maintenance dose, 1 to 3 tablets; for children, 4 to 3 
tablets. Full benefits may require two weeks or more 


of therapy. ‘Deaner’ is supplied in scored tablets con- 


taining 25 mg. of 2-dimethylaminoethanol. 
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CLASSIFIED ADVERTISEMENTS 
A l l en s RESIDENCES IN PSYCHIATRY—Timberlawn Sani- 


tarium, affiliated with the University of Texas South- 
western Medical School and Parkland Hospital, the 

INVALID HOME teaching hospital of the University, provides experi- 
ence in intensive psychotherapy, group psychotherapy, 
ESTABLISHED 1890 pharmacological and physiological therapies, social and 
MILLEDGEVILLE, GEORGIA preventive psychiatry. Residents participate is teaching 
and research. Child psychiatry, out-patient service, psy- 
chosomatic medicine and neurology Parkland Hospital 


For the treatment of second year. Graduates of U. S. medical schools only, 
eligible for Texas licensure. Iwo years general prac- 

NERVOUS AND tice preferred. Stipend: First year $4800. Second year 
MENTAL DISEASES $5400. Write for details: Perry C. TValkington, M.D., 


Clinical Director, Timberlawn Sanitarium, P. O. Box 
1769, Dallas 21, Texas. 

Ground 600 Acres — Buildings, Brick Suzie’s always being dated, ever since she got Hyfre- 
cated.* *Practically every dealer sells Birtcher Hyfre- 


Fireproof — Comfortable — Convenient sali 


WANTED PHYSICLAN—If, among your patients, you 
have recognized the response to anxieties and disap- 
pointments rather than physical agents causing their 
illness, if a practice in mental hygiene with regular 


Site High and Healthful 


Ee. W. ALLEN, M.D. H. D. ALLEN, M.D. hours and ability to plan your leisure, regular income 
DEPARTMENT FOR MEN DEPARTMENT FOR WOMEN and a chance to help these people, interests you, in- 
quire what Veterans Administration Hospital has to 

Terms Reasonable offer you. Inquiries will be welcomed by the Veterans 


Administration Hospital, Tuscaloosa, Alabama. Atten- 
tion of the Manager. 


rae Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 


4 
. @ Capacity Limited @ Occupational and Hobby 
, Me... Therapy @ Supervised Sports @ Religious Services 
= 


= 


Your patients spend many hours daily in healthful out- 


| 
door recreation, reviving normal interests and stimu- 
lating better appetites and stronger bodies... all on 
Florida’s Sunny West Coast . 


REMOTE ee Rates Include All Services and Accommodations 
Brochure and Rates Available to Doctors and Institutions 

A M D E N H P l TA L F R Medical Director—Samuet G. Hisss, M.D. 

EMOTIONAL READJUSTMENT Medical Director—Watrer H. Jr., M.D. 


PETER J. Spoto, M.D. 


TARPON SPRINGS e FLORIDA Ress, Je. M.D. ARTURO G. Gonzatez, M.D. 
ON THE GULF OF MEXICO wanson Povehiatry 


Rocer E. Puitiirs, M.D 
Wa cter H. Bairey, M.D. 
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The “OLD AGE SYNDROME” 


hasn't got him down! 


For return to more normal, happier activity and 
improved behavior in the “Old Age Syndrome"’— 
Niatric brings renewed interest and emotional 
relief from mild depression, confusion, and for- 
getfulness. Niatric improves circulation, helps to 
protect capillary integrity and to guard against 
the “‘little strokes" often found in your older pa- 
tients suffering from symptoms of cerebral vas- 
cular insufficiency. 


fe LITERATURE AND SAMPLES AVAILABLE ON REQUEST 
He’s active NO ad COMPOSITION: Pentylenetetrazol 100 mg., Nicotinic Acid 


50 mg., Ascorbic Acid 100 mg., Bioflavonoids 100 mg. 


A B. F. ASCHER & CO., INC. « Ethical Medicinals/ Kansas City, Mo. 


sts 


HILL CREST SANITARIUM 


Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 


: 


Out-Patient Clinic and Offices 


James A. Becton, M.D. James Keen Ward, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones WO 1-1151 and WO 1-1152 
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life) 


long day ahead 

morning sun glare — eyes irritated 
can’t read — coach smoky 

leave the work — let’s lunch 

back to work — eyes worse 

take afternoon off — see doctor 
pick up VISINE~ home again. 
let’s try the drops 

nice dinner — read the paper 

eyes comfortable — good TV play 
use VISINE~— bed 11:30 

long day behind . 
turned out well see the difference 


EYE DROPS 


BRAND OF TETRAHYDROZOLINE HYDROCHLORIDE 


“an excellent ophthalmic decongestant . . .”” 


almost immediate relief of hyperemia, soreness, itching, burning, tearing — no rebound 
vasodilatation, mydriasis, photophobia or systemic effects. / supplied: in 1/2 oz. bottles, 
0.05% tetrahydrozoline hydrochloride in a solution containing sodium chloride, boric 
acid, sodium borate; with sterile eye dropper. 


1. Grossmann, E. E., and Lehman, R. H.: Am. J. Ophth. 42:121, 1956. 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York 
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youre the doctor 


With Lipo Gantrisin, you control administration—specifying two, four or 
six doses per 2+ hours, as you think best. Lipo Gantrisin permits such flexi- 
bility because it provides both prompt and prolonged absorption, giving 
therapeutic blood levels for up to 12 hours with a single dose. Important 
added advantage: systemic clearance is almost complete after 2+ hours. 


RocuHeE Division of Hoffmann-La Rocke Inc Nutley 10, N. J. 


Rock 


LIPO GANTRISIN 


&KIPO GANTRISIN® ACETVYL=GRAND OF ACETYL SULFISOXAZOLE 
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voy up 
your patients 
nutritionally 


Saturation Dosage 


ef water-soluble vitamins B and 


CONTEMPORARY DESIGN, ECONOMY 
AND COMPLETE VERSATILITY, MAKE 
THESE THE FINEST MATTERN X-RAY 
UNITS EVER OFFERED. 


‘OMPACT—less space required . . . SIMPLIFIED—but 
llowing technical flexibility . . . CONTEMPORARY—will 
ompliment its surroundings... VERSATILE—diagnostic 
adiography—fluoroscopy. 


COMPLETE .. . 18” focal spot table 
top distance...recipromatic 
bucky .. . hand tilt table .. . 
12” x 16” fluoroscopic screen .. . 
motor driven table . . . spot device 
12” x 12” fluoroscopic screen. 


.. . 100 MA Control, floor, 
desk or wall mount 

... 300 MA Full Wave Con- 
trol Console, 1/30 second 
electronic timer . . . both 
with integrating fluoro- 
scopic timer. 


or IStON OF LAND- ALR INC 


CITY VIEW 
SANITARIUM 


For the diagnosis and treatment of 
nervous and mental disorders, and 


addiction to alcohol and drugs. 


Established 1907 


NASHVILLE, TENNESSEE 


TUCKER HOSPITAL, INC. 


212 West Franklin St. 
RICHMOND, VIRGINIA 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- 
cal patients. Hospital and out-patient 


services. 


(Organic diseases of the nervous system, psycho 
neuroses, psychosomatic disorders, mood disturb- 
ances, social adjustment problems, involutional 
reactions and selective psychotic and alcoholic 
problems.) 


Dr. Howarp R. Masters Dr. James ASA SHIELD 
Dr. Weir M. Tucker Dr. Georce S. Furtz, Jr. 


Dr. Ametia G. Woon Dr. Ropert K. WILLIAMS 
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SUSPENSION TABLETS : 
Triple Sulfonamides, Wyeth 2 
(Trisulfapyrimidines: Sulfadiazine, Sulfamerazine, Sulfamethazine) cg: 
Philadelphia 1, Pa, 
mation on Child Health. 
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1. Sphincter of 
Boyden 


2. Sphincter of Oddi 
in Spasm 


BILIARY STASIS 
constipation — nausea — dyspepsia 
flatulence and eructation 


The primary function of the Cholan preparations is to induce hydrocholeretic 
action. The active ingredient is the pure oxidized bile acid, dehydrocholic acid, 
Maltbie. The Cholans increase the volume of low viscosity bile flow to flush out 
the biliary tract. In addition, there is a suitable Cholan dosage form to provide 
symptomatic and physiologic relief of biliary stasis, spasm or emotional factors that 
cause or complicate digestive disturbance, hepato-biliary dysfunction, constipa- 
tion of biliary origin, cholecystitis, cholangitis, or postoperative treatment. 


Cholan DH® — hydrocholeretic 
action increases the flow and 
heightens the pressure of low 
viscosity bile for normal flush- 
ing of the biliary tract. In fact, 
Cholan DH will increase the 
volume of bile by 33% to 100%. 


Cholan V (hydrocholeretic- 
spasmolytic) — the volume and 
pressure of thin bile flow in 
the biliary tract is increased, 
and the V mg. of homatropine 
methylbromide relax the gall- 
bladder and biliary sphincters 
in severe and chronic spasm. 


Cholan HMB — a combination 
for the increased flow of thin 
bile, smooth muscle relaxation 
for the gallbladder and biliary 
sphincters, and mild sedation 
for patients with hepato-bili- 
ary dysfunction further com- 
plicated by emotional factors. 
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NORMAL BILIARY FUNCTION 


Cholan DH 
Cholan V 
Cholan HMB 


Sphincter 


Muscles in 


Normal 


Relaxation 


With Cholan therapy, the distressing symptoms of constipation, nausea, 
dyspepsia, flatulence and eructation disappear. Normal digestive func- 
tion is quickly restored. 


Cholan DH®— dehydrocholic acid, Maltbie, 250 mg., a chemically pure oxidized bile 
acid. Dosage: 1 or 2 tablets t.i.d. after meals. Cholan V— dehydrocholic acid, Maltbie, 
250 mg., and 5 mg. homatropine methylbromide. Dosage: 1 or 2 tablets t.i.d. after 
meals. Cholan HMB — dehydrocholic acid, Maltbie, 250 mg., 2.5 mg. homatropine 
methylbromide, and 8 mg. phenobarbital. Dosage: 1 or 2 tablets t.id. after meals. 


Supplied: Bottles of 100, 500 and 1,000 tablets. 


For a trial supply write to Professional Service Department 


0 Ff} Maltbie Laboratories Division * Wallace & Tiernan Inc. « Belleville 9, N. J. 
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James 


James K. Morrow, M.D. 
‘THomas E. Painter, M.D. 
Ciara K. Dickinson, M.D. 


STAFF 
P. Kinc, M.D. 
Director 


DaAnieEL D. Cures, M.D. 


James L. Cuirwoop, M.D. 


Medical Consultant 


Affiliated Clinics: 


Bluefield Mental Health Center 
525 Bland St., Bluefield, W. Va. 
David M. Wayne, M.D. 


Beckley Mental Health Center 
20714 McCreery St. 
Beckley, W. Va. 


Harlan, Ky. 


W. E. Wilkinson, M.D. 


Harlan Mental Health Center 
C. H. Crudden, M.D. 


A private psychiatric hospital em- 
ploying modern diagnostic and treat- 
ment procedures—electro shock, in- 
sulin, psychotherapy. occupational 
and recreational therapy—for nervous 
and mental disorders and problems of 
addiction. 


Staf, PAUL V. ANDERSON, M.D., President 
REX BLANKINSHIP, M.D., Medical Director 


JOHN R. SAUNDERS, M.D., Assistant 
Medical Director 


THOMAS F. COATES, M.D., Associate 
JAMES Kk. HALL, JR., M.D., Associate 


CHARLES A. PEACHEE, JR., M.S., Clinical 
Psychologist 


R. H. CRYTZER, Administrator 
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PREVENT 


both cause and fear of 


ANGINA 
ACKS 


Miltrate 


NEW DOVETAILED THERAPY COMBINES IN ONE TABLET 


proven 
Safety 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 
The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 
by Wallace Laboratories long-acting nitrate 


“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 
simultaneously.” 

The addition of Miltown to PETN, as in Miltrate,“...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.””* 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 
Supplied: Bottles of 50 tablets. 

Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 

Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 
Dosage should be individualized. / 


1. Friedlander, H. S.: The role of atarazics in cardiology. Am. J. Card. 1: :395, March 1958. 
2. Shapiro, S.: Observations on the use of mep te in cardi lar disorders. Angiology 8:504, Dec. 1957. 


f° WALLACE LABORATORIES, New Brunswick, N. J. 
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appearance... . versatility 


THE EK-I1II 
ELECTROCARDIOGRAPH 


255 mm. per second of mm. per second 


Whenever you need a more detailed elec- 
trocardiogram you switch the EK-III from 
the standard 25 mm.-per-second speed to 
50mm. This double speed enlarges hori- 
zontal dimensions of the record and rapid 
deflections can be more easily studied. In 
effect, you have a “close-up.” 


Weight of the unit is just 221% lbs., 
yet the EK-III uses easy-to-read standard- 
sized record paper. The EK-III top-load- 
ing paper-drive eliminates tedious thread- 
ing. Newly designed galvanometeér and 
rigid single-tube stylus insure even greater 
record clarity and accuracy. 


Why not write for descriptive material, 
or ask your dealer for a demonstration of 
the new Burdick electrocardiograph? We 
are proud to present the new dual-speed 
EK-III, and invite your inspection. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
Branch Offices: NEW YORK * CHICAGO + ATLANTA + LOS ANGELES 
Dealers in ail principal cities 
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Vertigone 


Antivert 


stops vertigo 


(and a glance at the formula 
shows two reasons why) 
each ANTIVERT tablet contains: 
Meclizine (12.5 mg.) 
to ease vestibular distension 
Nicotinic Acid (50 mg.) 


for prompt vasodilation 


ANTIVERT is particularly useful for 
the relief of dizziness in the 
elderly. Try ANTIVERT on your next 
vertiginous patient. 

Dosage: one tablet before each meal. 
In bottles of 100 blue-and-white 
scored tablets. Rx only. 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 
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OU’VE said good-by to the 
bride who was once your little girl, and to that handsome 
boy who is now your son. The youngsters are on their 
own: and so, after twenty-odd years, are you! Now is the 
time to think of yourselves—your pleasures, your security, 
your eventual retirement. A good time to start putting part 
of your savings away in safe, sure, United States Savings 
Bonds. Where nothing can touch your principal. And where 
your money earns 34% when bonds are held to maturity. 
Series E Bonds grow in value, year by year—and Series H 
Bonds pay you interest twice a year. Whichever you choose, 
start your bond program today! When financial independ- 
ence counts, count on U.S. Savings Bonds! 


The U.S. Government does not pay for this advertisement. It is 
donated by this publication in cooperation with the Advertising 
Council and the Magazine Publishers Association, 
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Charlie Cafergot says, “Why should I complain... 


my migraine left when I took ( 


Directions: 2 tabs. at onset of attack; 
if needed. additional tabs. every 2: hr. 


until tull relief (maximum 6 per attack). 
Each Catergot tablet contains: Ergotamine 


tartrate | mg. Caffeine 100 mg./Also 
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...acts fast to provide unusually long-lasting relief 


‘Co-Pyronil’ combines a long-acting and 
a short-acting antihistamine with a 
synergistic sympathomimetic. It usu- 
ally begins to combat symptoms within 
fifteen to thirty minutes and eliminates 
them for as long as twelve hours. Thus 
you can give your hay-fever patients 
and other allergy victims remarkably 
complete relief on a dosage of only 2 or 
3 ules daily. 


**Co-Pyr * (Pyrrobutamine Compound, Lilly) 


LILLY AND COMPANY -e 


INDIANAPOLIS 


Prescribe ‘Co-Pyronil’ in attractive 


green-and-yellow pulvules for adults; in 


tiny red pediatric pulvules or tasty sus- 
pension for children. 


Each Pulvule ‘Co-Pyronil’ provides: 


*Pyronil’ (Pyrrobutamine, Lilly) 15 mg. 
‘Histadyl’ (Thenylpyramine, Lilly) 25 mg. 
‘Clopane Hydrochloride’ (Cyclopen- 

tamine Hydrochloride, Lilly) . . . 12.5 mg. 


6, INDIANA, 


U.S.A. 
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common cause of 


antihistaminic - 


smodi 


commonly prescribed for relief 


When timothy and other grasses 
produce annoying allergic symptoms 

| at this time of year, BENADRYL 

provides quick and comprehensive 

relief. Its antihistaminic action 

promptly relieves nasal blocking, 
rhinorrhea, itching and related histamine 
reactions, while its atropine-like 
antispasmodic effect suppresses 
bronchial and gastrointestinal spasm. 


Caution is 
suggested in prescribing 
BENADRYL for use 

at times when or under conditions 
where sedation or atropine-like action 
is contraindicated. 


BENADRYL Hydrochioride (diphenhydramine 
hydrochloride, Parke-Davis) is available 

in a variety of forms—including Kapseals,* 
50 mg. each; Kapseals, 50 mg., with ephedrine 
sulfate, 25 mg.; Capsules, 25 mg. each; Elixir, 
10 mg. per 4 cc.; and, for parenteral therapy, 
Steri-Vials,* 10 mg. per cc., and 1-cc. ampules, 
50 mg. per cc. For delayed action, BENADRYL 
Hydrochloride Emplets,* 50 mg. each. 


32, MICHIGAN 
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: Ip: PARKE, DAVIS & COMPANY - DETROI! 


